Give or take a billion

You've had more experience with Dalmane
(flurazepam HCI/Roche) than with any other
benzodiazepine hypnotic. .. 15 years” worth.

You know you can counton it for sleep that
satisfies patfients—they fall asleep quickly and
sleep through the night.*® And the wide margin
of safety with Dalmane’* safisfies you. As
always, caution patients about driving or
drinking alcohol.
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15-mg/30-mg capsule?

Before prescribing, please consult complete product
information, a summary of which follows:

Indications: Effective in all types of insomnia characterized
by difficulty in falling asleep, frequent nocturnal awaken-
ings and/or early morning awakening; in patients with
fecurring insomnia or poor sleeping habits; in acute or
chronic medical situations requiring restful sleep. Objective
sleep laboratory data have shown effectiveness for af least
28 consecutive nights of administration. Since insomnia is
often transient and intermittent, prolonged administration is
generally not necessary or recommended. Repeated ther-
apy should only be undertaken with appropriate patient
evaluation.

Contraindications: Known hypersensitivity to flurazepam
HCI; pregnancy. Benzodiazepines may cause fetal damage
when administered during pregnancy. Several sfudies sug-
gest an increased risk of congenital malformations associ-
ated with benzodiazepine use during the first trimester.
Warn patients of the potential risks fo the fetus should the
possibility of becoming pregnant exist while receiving
flurazepam. Instruct patients fo discontinue drug prior fo
becoming pregnant. Consider the possibility of pregnancy
prior fo instituting therapy.

Warnings: Caution patients about possible combined
effects with alcohol and other CNS depressants. An additive
effect may occur if alcohol is consumed the day following
use for nighttime sedation. This potential may exist for sev-
eral days following discontinuation. Caution against haz-
ardous occupations requiring complete mental aleriness
(e.g.. operating machinery, driving). Potential impairment
of performance of such activities may occur the day foliow-
ing ingestion. Not recommended for use in persons under
15 years of age. Withdrawal symptoms rarely reported;
abrupt discontinuation should be avoided with gradual
fapering of dosage for those patients on medication for a
prolonged period of time. Use caution in administering to
addiction-prone individuals or those who might increase

dosage.

Precautions: In elderly and debilitated patients, it is recom-
mended that the dosage be limited to 15 mg to reduce risk
of oversedation, dizziness, confusion and/or ataxia. Con-
sider potential additive effects with other hypnotics or CNS
depressants. Employ usual precautions in severely
depressed patients, or in those with latent depression or
suicidal tendencies, or in those with impaired renal or
hepatic function.

Adverse Reactions: Dizziness, drowsiness, lightheaded-
ness, staggering, ataxia and falling have occurred, particu-
larly in elderly or debilitated patients. Severe sedation,
lethargy, disorientation and coma, probably indicative of
drug intolerance or overdosage, have been reported. Also
reported: headache, heartburn, upset stomach, nausea,
vomiting, diarrheq, constipation, Gl pain, nervousness,
falkativeness, appreher:sion, irritability, weakness,
palpitations, chest pains, body and joint pains and GU
complaints. There have also been rare occurrences of
leukopenia, granulocytopenia, sweating, flushes, difficulty
in focusing, blurred vision, burning eyes, faintness, hypo-
fension, shortness of breath, pruritus, skin rash, dry
mouth, bitter taste, excessive salivation, anorexia,
euphoria, depression, slurred speech, confusion, restless-
ness, hallucinations, and elevated SGOT, SGPT, fotal and
direct bilirubins, and alkaline phosphatase; and paradoxi-
cal reactions, e.g., excitement, stimulation and
hyperactivity.

Dosage: Individualize for maximum beneficial effect.
Adults: 30 mg usual dosage; 15 mg may suffice in some
patients. Elderly or debilitated patients: 15 mg recom-
mended initially until response is determined.

Supplied: Capsules containing 15 mg or 30 mg fluraze-
pam HCI.
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CAPOTEN ENHANCES PATIENTS QUALITY OF LIFE

Relieves symptoms. | ‘8 out of 10 Patients Rated Themselves
Significantly greater improvement in . “17'"137'0\’6’51' with CAPOTEN
dyspnea fatzgue on‘hopne d, and edema Percentage of Patients Who Felt “Improved”

witlhCAPOTEN than with dlgltahs and
diuretics alone.”!

CAPOTEN' 80.5%
il (N = 46)

Increases ability to exercise. T | Mlacebo S0.0%
A 24.3% increase after 12 weeks of
CAPOTEN versus 0.4% with digitalis

and diuretics alone.™! e — Use CAPOTEN when symptoms
R persist despite digitalis and diuretic
therapy

ACE H IBl € T.

(CAPOTEN bt

(captopril tablets)

YOUR FIRST CHOICE
AFTER DIGITALIS AND DIURETICS

*Angiotensin Converting Enzyvime

TNinety-two patients. refractory to but continuing on digitalis and
diuretics, were given CAPOTEN or placebo for 12 weeks. Patients
were primarily New York Heart Association Class 1l and Class 11
Dosages of CAPOTEN ranged from an initial 25 mg tid to a
maximum maintenance dosage of 100 mg tid.’

*Gi\ en with digitalis and diuruics
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CAPOTEN® TABLETS
Captopril Tablets

INDICATIONS: Hypertension — CAPOTEN (captopril) is indicated for the treat-
ment of hypertension. Consideration should be given to the risk of neutropenia/
agranulocytosis (se¢ WARNINGS). CAPOTEN may be used as initial therapy for
patients with normal renal function, in whom the risk is relatively low. In patients
with impaired renal function, particularly those with collagen vascular disease,
captopril should be reserved for those who have elther dewloped umcceptable side
effects on other drugs, or have failed to ily to drug ion:

CAPOTEN is effectlve alone and in combination with other antihypertensive agents,

pecially de-type d

Heart Failure: CAPOTEN (captopril) is indicated in p with heart failure who
have not responded adequately to or cannot be controlled by conventional diuretic
and digitalis therapy. CAPOTEN is to be used with diuretics and digitalis.

WARNINGS Neutropenia/Agrann.locytosis — Neutropenia (<1000/mm3) with

has Ited from use of cap il. About half of the neutropenic
patients developed systemic or oral cavity infections or other features of the syndrome
olfl agranulocytosis. The risk of neutropenia is dependent on the clinical status of
the patient:

In clinical trials in patients with hypertension who hnve normal renal funcuon
(serum creatinine <1.6 mg/dL and no coll ), neutrop has
been seen in one patient out of over 8,600 exposed. In patients with some degree of
renal failure (serum creatinine at Ieast 1.6 mg/dL) but no collagen vascular disease,
the risk in clinical trials was about 1 per 500. Doses were relatively high in these
patlents, pnmcularly in view of their diminished renal f ion. In pati with

(e.g., sy ic lupus eryth scleroderma) and
impaired renal function, neutropenia occurred in 3.7% of patients in clinical trials.
While none of the over 750 patients in formal clinical trials of heart failure
developed neutropenia, it has occurred during subsequent clinical experience. Of
reported cases, about half had serum creatinine > 1.6 mg/dL and more than 75%
received procainamide. In heart failure, it appears that the same risk factors for
neutropenia are present.

Neutropema has appenred usually mthm 3 months after starting therapy, associated
mth y .,, P and f; d by erythroid hypoplasia and
d s of karyoc ytes (e.g., hyp ic bone : MArTow and pancyto-
penia); ia and thromb D were i seen.
returned to normal in about 2 weeks after eeptopnl was dlsconunued and senous
infections were limited to clini i About 13% of the cases of
neutropenia have ended fatally, but almost all fatalities were in patients with serious
illness, having collagen vascular disease, renal fmlure heart failure or immunosup-
pressant therapy, ora bination of these li g factors.

Evsluation of the hypertenswe or heart failure patient should always
of renal fi If pril is used in patients with

1mpa|red renal function, white blood cell and differential counts should be evaluated
prior to starting treatment and at approximately 2-week intervals for about 3 months,
then periodically. In patients with collagen vascular disease or who are exposed to
other drugs known to affect the white cells or inmune response, particularly when
there is impaired renal function, captopnl should be used only after an assessment of

benefit and risk, and then with caution. All p d with captopril should be
told to report any signs of infection (e 8 sou throat, fever); if mfectlon is suspected,
perform counts without delay. Since d ion of captopril and other drugs has

generally led to prompt return of the white count to normal, upon confirmation of
neutropenia (neutrophil count <1000/mm3) withdraw captopril and closely follow
the patient’s course.

Proteinuria — Total urinary proteins >1 g/day were seen in about 0.7% of patients
on captopril. About 90% of affected patients had evidence of prior renal disease or
received high doses (>l50 mg/day), or both. The nephrotic syndrome occurred in
about one-fifth of proteinuric patients. In most cases, proteinuria subsided or cl d
within 6 months whether or not eaptopnl was continued. The BUN and creatinine
were seld dinp Since most cases of proteinuria occurred
by the 8th month of therapy, patlents with pnor renal disease or those receiving
captopril at doses >150 mg/day should have urinary protein estimates (dip-stick on
1st morning urine) before therapy, and periodically thereafter.

:',__ ion — Excessive hyp was rarely seen in hypertensive patients but
is a possibility in ly salt/ d such as those treated vigorously
with diuretics (see PRECAUTIONS [Drug Intenctlons])

In heart failure, where blood pressure was either normal or low, transient decreases
in mean blood p >20% were d in about half of the patients. This transient
hypotension may occur after any of the first 1 doses and is 1ly well tol d
although rarely it has been associated with arrhythmia or conduction defects. A
starting dose of 6.25 or 12.5 mg tid may minimize the hypotensive effect. Patients
should be followed closely for the ﬁrst 2 weeks of treatment and whenever the dose of

ptopril and/or d ic is

BECAUSE OF THE POTENTIAL FALL IN BLOOD PRESSURE IN
THESE PATIENTS, THERAPY SHOULD BE STARTED UNDER VERY
CLOSE MEDICAL SUPERVISION.

PRECAUTIONS: General: Impaired Renal Function, Hypertension —Some
hypertenswe patlents thh renal dnse-se, particularly those with severe renal artery
have in BUN and serum inine. It may be
to reduce nptopnl dosage and/or dlscont:mue dluretlc For some of these patlents,
normali of blood p and of renal perfusion may
not be possible. Heart Failure — About 20% of patients develop stable elevations of
BUN and serum creatinine >20% above normal or baseline upon long-term treat-
ment. Less than 5% of patients, generally wnth severe preenstmg renal disease,
required discontinuation due to p ine. See DOSAGE
AND ADMINISTRATION, ADVERSE REACTIONS [Altered Laboratory Find-
mgs] Valoular Stenosis— A theorettcal concern, for risk of decreased coronary perfu-
sion, has been noted regarding vasodlhtor treatment in patients with aortic stenosis

duetod d afterload red

Surgery/A —Ifh occurs durmg major surgery or anesthesn, andis
considered due to the effects of captopril, it is correctable by volume expansion.

-

I ions: Hyp jon: Patients on Diuretic Therapy — Precipitous reduc-

tion of blood pressure may occasiomlly occur within the Ist hour after administration
of the initial captopril dose in patients on dlureucs, especially those recently placed on
dlureucs, and those on severe dletary salt restriction or dmlysns ‘This possibility can
be by either d g the diuretic or mcreasmg the salt intake about
1 week prior to initiation of captopnl therapy or by initiating therapy with small
doses (6.25 or 12.5 mg). Alternatively, provide medical supervision for at least 1 hour
after the initial dose.

Agents Having Vasodilator Activity —In heart failure patients, vasodilators should
be administered with caution.

Agents Causing Renin Release — Captopril’s effect will be augmented by antihypertensive
agents that cause renin release.

Agents Affecmug Sympatlmxc Ammty The sympathetlc nervous system may be
especially important in supporting blood pressure in patients receiving captopril
alone or with diuretics. Beta-adrenergic blocking drugs add some further antihypertensive
effect to captopril, but the overall response is less than additive. Therefore, use agents
affecting sympathetic activity (e.g., ganglionic blocking agents or adrenergic neuron
blocking agents) with caution.

Agem: b ng Serum P jum — Give p paring diuretics or potassium

only for d d hypokal and then with caution, since they

may lead toa stgmﬁcant of serum p ium. Use p ing salt
substitutes with caution.

Tohib B, P landin Synthesis — Ind hacinand other Y

antl-mﬂammtory agents may reduce the antihypertensive effect of captopril, espe-
cially in low renin hypertension.
Drug/Lab y Test I
test for acetone.

ion: Captopril may cause a false-positive urine

s A 2

Car lmpairment of Fertility: Two-year studies
wtth dosu of 50 to 1350 mg/kg/day in mice and rats failed to show any evidence of
in rats have revealed no impairment of fertility.

Pregnancy: Category C—There are no adequate and well-controlled studies in
pregnant women. Embryoctdal effects and craniofacial malformations were observed
in Th p il should be used during pregnancy, or for patients
likely to become pregnant, only if the potentlal benefit outweighs the potential risk to
the fetus. Captopril the h
Nursing Mothers: Captopril is dinh milk. Exercise caution when ad-
ing il toa nursi n, and, in 1 ing should be interrupted.
Pediatric Use: Safety and effectiveness in children have not been established
although there is limited experience with use of captopril in children from 2 months
to 15 years of age. Dosage, on a weight basis, was comparable to that used in adults.
Captopril should be used in children only if other measures for controlling blood
pressure have not been effective.
ADVERSE REACTIONS: Reported incidences are based on clinical trials involv-
ing approximately 7000 patients.

Renal— About 1 of 100 pati devel ia (see WARNINGS). Renal in-
suﬁic:ency, mnal failure, polyurn, ollguna,and urinary frequency in 11to 2 of 1000 patients.
—Ni tosis have occurred (see WARNINGS). Ane-

mia, thrombocytopema, and pancytopenia have been reported.

Dermarolam Rash (usually maculopapular, rarely urticarial), often with pruritus
and sometimes with fever and eosinophilia, in about 4 to 7 of 100 patients (depending
on renal status and dose), usually during the Ist4 weeks of therapy Pruntus, without
rash, in about 2 of 100 patients. A d-like lesion, and
photosensitivity have also been reported. Angloedema of the ﬁace, mucous mem-
bmnes of the mouth, or of the extremities in about 1 of 1000 patients — reversible on

of herapy. One case of laryngeal edema reported. Flushing
or pallor in 2 to 5 of 1000 pauents

Cardi lar — Hy ion may occur, see WARNINGS and PRECAUTIONS
(Drug I ions) for ion o on initiation of captopril therapy.
Tachycardn, chest pam, and palpmnons each in about 1 of 100 patients. Angina
pectol , Raynaud’s synd , and congestive heart failure
eachin 2 to 3 of 1000 patients.

Dysgeusia— About 2 to 4 (depending on renal status and dose) of 100 patients
developed a diminution or loss of taste perception; taste impairment is reversible and
usually self-limited even with continued drug use (2 to3 months) Gastric irritation,
abdominal paln, nausea, vormtlng, dlarrhea, anorexna, constlpatmn, aphthous ulcers,
peptic ulcer, d fatigue, dry mouth, dyspnea,
cough, alopecn, and paresthesns reported in about 0.5 to 2% of patients but did not
appear at y p to placebo or other treatments used in
controlled trials.

Altcred l.aboratory Findings Elevatlons of hver enzymes in a few patlents
hough no causal relat has been d. Rarely ch and

hepltocellular injury with or without secondary cholestasis, have been reported. A

transient elevation of BUN and serum creatinine may occus, especially in volume-

depleted or renovascular hypertenswe i Ini of rapid red of

or d blood p , the glomerular fﬂtmtlon rate may

decrease transiently, also resulting in transient rises in serum creatinine and BUN.

Small i in serum p ium concentration frequently occur, especially in

patients with renal i lmpanrment (see PRECAUTIONS).

OVERDOSAGE: Primary concern is correction of hy ion. Vol

with an LV. infusion of normal saline is the tmtment of cholce for restoratron of

blood pressure. Captopril may be d from the by h

DOSAGE AND ADMINISTRATION: CAPOTEN (captopril) should be taken

one hour before meals. In hypertension, CAPOTEN may be dosed bid or tid. Dosage

must be individualized; see DOSAGE AND ADMINISTRATION section of pack-

age insert for detailed information regardmg dosage in hypertension and in heart

fmlnre Because CAPOTEN (captopnl) is excreted pnmanly by the kidneys, dosage

are ded for p withi ired renal function.

C It package insert before prescribing CAPOTEN (captopril).

HOW SUPPLIED: Available in tablets of 12.5, 25, 50, and 100 mg in bottles of 100

(25 mg also available in bottles of 1000), and in UNIMATIC® single dose packs of 100

tablets. (J3-658D)

Reference: 1. Cannon P}, Criley JM, Dzau V), et al: A placebo- controlled trial of captopril in
refractory chronic congestive heart failure. ] Am Col Cardiol 2:755-763, 1983.

INNOVATORS IN CARDIOVASCULAR MEDICINE
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(metaproterenol sulfate)

Bronchodilator

Medi-Cal Number :

29

. No metabisulfites

@ Uptosix hours of bronchodilator efficacy
) Accuracy and convenience in a single vial

Alupent® Inhalant Solution

(metaproterenol sulfate) Unit-Dose Vial

Bronchodilator
Brief Summary of Prescribing Information

INDICATIONS AND USAGE Alupent® (metaproterenol sulfate) Inhalant
Solution is indicated as bronchodilator for bronchial asthma and for
reversible bronchospasm which may occur in association with bronchitis
and emphysema

CONTRAINDICATIONS Use in patients with cardiac arrhythmias asso-
ciated with tachycardia is contraindicated.

Although rare, immediate hypersensitivity reactions can occur. Therefore.
Alupent (metaproterenol sulfate) Inhalant Solution. 0.6% is contraindicated
in patients with a history of hypersensitivity to any of its components.

WARNINGS Excessive use of adrenergic aerosols is potentially dan-
gerous. Fatalities have been reported following excessive use of Alupent
(metaproterenol sulfate) as with other sympathomimetic inhalation
preparations, and the exact cause is unknown. Cardiac arrest was noted
in several cases.

Paradoxical bronchoconstriction with repeated excessive administration
has been noted with sympathomimetic agents.
Patients should be advised to contact their physician in the event that they
do not respond to their usual dose of sympathomimetic amine aerosol
PRECAUTIONS Because Alupent (metaproterenol sulfate) Inhalant Solu-
tion is a sympathomimetic drug. it should be used with great caution in
patients with hypertension, coronary artery disease, congestive heart
failure, hyperthyroidism or diabetes, or when there is sensitivity to sympa-
‘homimetic amines.
nformation for Patients Extreme care must be exercised with respect to
he administration of additional sympathomimetic agents. A sufficient
nterval of time should elapse prior to administration of another sympatho-
nimetic agent.
sarcinogenesis Long-term studies in mice and rats to evaluate the oral
:arcinogenic potential of metaproterenol sulfate have not been completed.
studies of metaproterenol sulfate have not been conducted to determine
nutagenic potential or effect on fertility.
'regnancy Teratogenic Effects: Pregnancy Category C. Alupent (meta-

proterenol sulfate) has been shown to be teratogenic and embryocidal in
rabbits when given orally in doses 620 times the human inhalation dose.
There are no adequate and well-controlled studies in pregnant women.
Alupent should be used during pregnancy only if the potential benefit
justifies the potential risk to the fetus.

Oral reproduction studies in mice, rats and rabbits showed no teratogenic
or embryocidal effects at 50 mg/kg corresponding to 310 times the human
inhalation dose. Teratogenic effects in the rabbit included skeletal abnor-
malities and hydrocephalus with bone separation.

Nursing Mothers It is not known whether this drug is excreted in human
milk. Because many drugs are excreted in human milk, caution should be
exercised when Alupent (metaproterenol sulfate) is administered to a
nursing woman.

Pediatric Use Safety and effectiveness in children below the age of 12 have
not been established.

ADVERSE REACTIONS Adverse reactions are similar to those noted with
other sympathomimetic agents.

The most frequent adverse reactions to Alupent (metaproterenol sulfate)
are nervousness and tachycardia which occur in about 1in 7 patients.
tremor which occurs in about 1 to 20 patients and nausea which occurs
inabout 1in 50 patients. Less frequent adverse reactions are hypertension,
palpitations, vomiting and bad taste which occur in approximately 1 in 300
patients.

HOW SUPPLIED Alupent (metaproterenol sulfate) Inhalant Solution Unit
Dose Vials are supplied as 0.6% clear colorless or nearly colorless solu-
tion, each vial containing 2.5 ml, with 25 vials per box. Do not use the
solution if it is brown or has a precipitate.

Consult package insert before prescribing. AL-UD-BPI-5/86

Boehringer Boehringer Ingelheim Pharmaceuticals, Inc.
|l‘lge|he|m Ridgefield, CT 06877
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GCORGARD

(nadolol tablets)

Preserves renal blood flow

CORGARD® TABLETS
Nadolol! Tablets

DESCRIPTION: CORGARD (nadolol) is a synthetic non-selective beta-adrenergic receptor
blocking agent.

CONTRAINDICATIONS: Bronchial asthma, sinus bradycardia and greater than first degree
conduction block, cardiogenic shock, and overt cardiac failure (see WARNINGS).
'WARNINGS: Cardiac Failure—Sympathetic stimulation may be a vital component supporting
circulatory function in congestive heart failure, and its inhibition by beta-blockade may precipi-
tate more severe failure. Although beta-blockers should be avoided in overt congestive heart
failure, if necessary, they can be used with caution in patients with a history of failure who are
well-compensated, usually with digitalis and diuretics. Beta-adrenergic blocking agents do
not abolish the inotropic action of digitalis on heart muscle. IN PATIENTS WITHOUT A HISTORY
OF HEART FAILURE, continued use of beta-blockers can, in some cases, lead to cardiac failure;
therefore, at first sign or symptom of heart failure, digitalize and/or give diuretics, and closely
observe response, or discontinue nadolol (gradually if possible).

E bation of Ischemic Heart Di: F 9 Abrupt Withdrawal—
Hypersensitivity to catecholamines has been observed in patients withdrawn from
beta-blocker therapy; exacerbation of angina and, in some cases, myocardial infarction
have occurred after abrupt discontinuation of such therapy. When discontinuing
chronic use of nadolol, particularly in patients with ischemic heart disease, gradually
reduce dosage over a 1- to 2- week period and carefully monitor the patient. Reinstitute
nadolol promptly (at least temporarily) and take other measures appropriate for
management of unstable angina if angina markedly worsens or acute coronary
insufficiency develops. Warn patients not to interrupt or discontinue therapy without
physician’s advice. Because coronary .artery disease is common and may be
unrecognized, it may be prudent not to discontinue nadolol therapy abruptly even in
patients treated only for hypertension.

Nonallergic B h (eg. ic b hitis, h a)—PATIENTS WITH
BRONCHOSPASTIC DISEASES SHOULD IN GENERAL NOT RECEIVE BETA-BLOCKERS.
Administer nadolol with caution since it may block bronchodilation produced by endogenous
or exogenous catecholamine stimulation of beta, receptors.

Major Surgery—Because beta blockade impairs the ability of the heart to respond to reflex
stimuli and may increase risks of general anesthesia and surgical procedures, resulting in
protracted hypotension or low cardiac output, it has generally been suggested that such therapy
should be withdrawn several days prior to surgery. Recognition of the increased sensitivity to
catecholamines of patients recently withdrawn from beta-blocker therapy, however, has made
this recommendation controversial. If possible, withdraw beta-blockers well before surgery
takes place. In emergency surgery, inform the anesthesiologist that the patient is on beta-
blocker therapy. Use of beta-receptor agonists such as isoproterenol, dopamine, dobutamine,
or levarterenol can reverse the effects of nadolol. Difficulty in restarting and maintaining the
heart beat has also been reported with beta-adrenergic receptor blocking agents.

© 1986 E.R. Squibb & Sons, Inc., Princeton,

Diabetes and Hypoglycemia—Beta-adrenergic blockade may prevent the appearance of
premonitory signs and symptoms (e.g., tachycardia and blood pressure changes) of acute
hypoglycemia. This is especially important with labile diabetics. Beta-blockade also reduces
release of insulin in response to hyperglycemia; therefore, it may be necessary to adjust dose of
antidiabetic drugs.

C Beta-adrenergic blockade may mask certain clinical signs (e.g., tachycardia)
of hyperthyroidism. To avoid abrupt withdrawal of beta-adrenergic blockade which might
precipitate a thyroid storm, carefully manage patients suspected of developing thyrotoxicosis.
PRECAUTIONS: Impaired Renal Function—Use nadolo! with caution (see DOSAGE AND
ADMINISTRATION section of package insert).

Infe ion for Pati Warn patients, especially those with evidence of coronary artery
insufficiency, against interruption or discontinuation of nadolol without physician's advice.
Although cardiac failure rarely occurs in properly selected patients, advise patients being treated
with beta-adrenergic blocking agents to consult physician at first sign of impending failure.
Advise patients in event of missed doses.

Drug Interactions—Concurrent administration may result in interactions with: Anesthetics,
general—exaggeration of the hypotension induced by general anesthetics (see WARNINGS,
Major Surgery). Antidiabetic drugs (oral agents and insulin)—hypoglycemia or hyperglycemia;
adjust antidiabetic drug dosage accordingly (see WARNINGS, Diabetes and Hypoglycemia).
Catecholamine-depleting drugs (e.g., reserpine)—additive effect; monitor closely for hypotension
and/or exoessive bradycardia.

t of Fertility—In 1 to 2 years oral toxicologic
studles in mlce rats, and dogs, nadolol did not produce significant toxic effects. In 2-year oral
carcinogenic studies in rats and mice, nadolol did not produce neoplastic, preneoplastic, or
nonneoplastic pathologic lesions.

Pregnancy Category C—In animal reproduction studies with nadolol, evidence of embryo-
and fetotoxicity was found in rabbits (but not in rats or hamsters) at doses 5 to 10 times greater
(on a mg/kg basis) than maximum indicated human dose; no teratogenic potential was seen in
any of these species. There are no well-controlled studies in pregnant women; therefore, use
nadolol in pregnant women only if potential benefit justifies potential risk to the fetus. Neonates
of mothers who received nadolol at parturition have exhibited bradycardia, hypoglycemia and
associated symptoms.

Nursing Mothers—Nadolol is excreted in human milk. Exercise caution when nadolol is
administered to a nursing woman.

Pediatric Use—Safety and effectiveness in children have not been established.

ADVERSE REACTIONS: Most adverse effects have been mild and transient and have rarely
required nadolol withdrawal.

Cardiovascular—Bradycardia with heart rates of less than 60 beats per minute occurs
commonly, and heart rates below 40 beats per minute and/or symptomatic bradycardia were
seen in about 2 of 100 patients. Symptoms of peripheral vascular insufficiency, usually of the
Raynaud type, have occurred in approximately 2 of 100 patients. Cardiac failure, hypotension,
and rhythm/conduction disturbances have each occurred in about 1 of 100 patients. Single
instances of first degree and third degree heart block have been reported; intensification of AV
block is a known effect of beta-blockers (see also CONTRAINDICATIONS, WARNINGS, and
PRECAUTIONS). Central Nervous System—Dizziness or fatigue reported in approximately 2
of 100 patients; paresthesias, sedation, and change in behavior reported in approximately 6 of
1000 patients. —Bronchospasm reported in approximately 1 of 1000 patients (see
CONTRAINDICATIONS and WARNINGS). Gastrointestinal—Nausea, diarrhea, abdominal
discomfort, constipation, vomiting, indigestion, anorexia, bloating, and flatulence each reported
in 1to 5 of 1000 patients. Miscellaneous—Each of the following reported in 1 to 5 of 1000
patients: rash; pruritus; headache; dry mouth, eyes, or skin; impotence or decreased libido;
facial swelling; weight gain; slurred speech; cough; nasal stuffiness; sweating; tinnitus; blurred
vision; infrequent reversible alopecia.

The following adverse reactions have been reported in patients taking nadolol and/or other
beta-adrenergic blocking agents, but no causal relationship to nadolol has been established.
Central Nervous System—reversible mental depression progressing to catatonia; visual dis-
turbances; hallucinations; an acute reversible syndrome characterized by disorientation for
time and place; short-term memory loss, emotional lability wﬂh sl»gmly clouded sensorium;
decreased performance on neuropsychometrics. G vteric arterial throm-
bosis; ischemic colitis; elevated liver enzymes. Hematologic—agranulocytosis; thrombocyto-
penic or nonthrombocytopenic purpura. Alergic— fever combined with aching and sore throat;
laryngospasm; respiratory distress. Miscellaneous—pemphigoid rash; hypertensive reaction
in patients with pheochromocytoma; sleep disturbances; Peyronie's disease. The oculomuco-
cutaneous syndrome associated with practolol has not been reported with nadolol.
OVERDOSAGE: Nadolol can be removed from the general circulation by hemodialysis. In addition
to gastric lavage, employ the following measures as appropriate. In determining duration of
corrective lhevapy. take note of long duration of effect of nadolol.

X dia—A ister atropine (0.25 to 1.0 mg). If there is no response to
vagal blockade, admnmster isoproterenol cautiously.

Cardiac Failure—Administer a digitalis glycoside and diuretic. It has been reported that
glucagon may also be useful in this situation.

Hypotension—Administer vasopressors, e.g., epinephrine or levarterenol. (There is evidence
that epinephrine may be the drug of choice.)

Bronchospasm—Administer a beta,-stimulating agent and/or a theophylline derivative.
DOSAGE-—For all patients, DOSAGE MUST BE INDIVIDUALIZED.

For angina pectoris, usual initial dose is 40 mg q.d.; may be gradually increased in 40to 80 mg
increments at 3 to 7 day intervals until optimum clinical response or pronounced slowing of the
heart rate; usual maintenance dose is 40 or 80 mg q.d. (doses up to 160 or 240 mg daily
may be needed). If treatment is to be discontinued, reduce dosage gradually over a period of
1 to 2 weeks (see WARNINGS).

For hypertension, usual initial dose is 40 mg q.d.; gradually increase in 40 to 80 mg incre-
ments until optimum blood pressure reduction is achieved; usual maintenance dose is 40 or
80 mg q.d. (doses up to 240 or 320 mg daily may be needed).

Patients with renal failure require adjustment in dosing interval; see package insert for dosage
in these patients.

For full p ibing inf o it pack insert.

HOW SUPPU : In scored tablets containing 40, 80, 120, or 160 mg nadolol per tablet in
bottles of 100 and in Unimatic® unit-dose packs of 100 tablets. The 40 mg, 80 mg, and 120 mg
potencies are also available in bottles of 1000 tablets. (J3-527€)

References: 1. Alexander JC, Christie MH, Vernam KA, et al: Long-term
experience with nadolol in treatment of hypertension and angina pectoris.
Am Heart ] 108:1136-1140, 1984.
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IN THE HYPERTENSIVE PATIENT
[

I ATRIIN T
(nadolol fablets)

BRESERVESIRENARBIOODIEIOVYS.

AN UNDERLYING
PHARMACOLOGIC CONSIDERATION

By preserving renal blood flow, CORGARD
can minimize the compensatory sodium and water
retention which may aggravate hypertension.

In a 2-year study of 106 hypertensive patients treated
with CORGARD, serum creatinine, an indicator of
renal function, decreased 20% from baseline.!

BURGARD
(nadolol tablets)
BRESEhvestenaltbloodiow,

PRINCETON

CE
Please see brief summary of prescribing information on adjacent page. ESBJQ,ERQSS;Z%
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In 70f 10
anxious
geriatrics...

Anxiety and
depressive
symptoms
go hand

in hand.
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o]  In a recent clinical study'of 83 geriatric

g ° |  patients with clinical anxiety, 73% were
0| diagnosed as having symptoms of

o > depressed mood.

40 XANAX is well suited for therapy o
| because it demonstrates greater efficacy .

20

0|  than does placebo in reducing the
—  Hamilton Anxiety Rating Scale Total
e 20|  Score and individual items, including

01 depressed mood (see Figure).
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- B Effectively relieves the symptoms of anxiety
W Also relieves anxiety with associated depressed mood

,! Well tolerated—side effects, if the occur, are generally observed atthe
' begmnmg of therapy and usually disappear with continued medication.:
- Drowsiness and lrght-headedness were the most common!y reported
adverse react ions

1 E Does not cause cardiovascular toxicity

ﬁ Specrﬁc geriatric dosage—0.25 mg two or three times daily

lCohn}B Double-blind safen and etficacy comparison of alprazolam and placebo in the reatment of anxien in gmamt patients Cur Titer Res 1984351 1100-112.
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alprazolam @
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€ 1986 The Upjohn Company
Calamazoo Michigan 49001 USA 18861986
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XANAX® Tablets
(alprazolam) @

CONTRAINDICATIONS
Patients with sensitivity to this drug or other benzodiazepines and in acute
narrow angle glaucoma.
WARNINGS
Not of value in psychotic patients. Caution patients against hazardous occupa-
tions requiring complete mental alertness and about the simultaneous ingestion
of alcohol and other CNS depressant drugs.

Benzodiazepines can cause fetal harm in pregnant women. Warn patients of
the potential hazard to the fetus. Avoid during the first trimester.

PRECAUTIONS

General: The dosage of XANAX Tablets should be reduced or withdrawn grad-
ually, since withdrawal seizures have been reported upon abrupt withdrawal.

1f XANAX is combined with other psychotropics or anticonvulsant drugs, consider
drug potentiation (see Drug Interaction section). Exercise the usual precautions
regarding size of the prescription for depressed or suicidal patients. In elderly
and debilitated patients, use the lowest possible dosage (see Dosage and
Administration). Observe the usual precautions in treating patients with impaired
renal or hepatic function.

Information for Patients: Alert patients about: (a) consumption of alcohol and
drugs, (b) possible fetal abnormalities, (c) operating machinery or driving, (d) not
increasing dose of the drug due to risk of dependence. (e) not stopping the
drug abruptly. Laboratory Tests: Not ordinarily required in otherwise healthy
patients. Drug Interactions: Additive CNS depressant effects with other psycho-
tropics, anticonvulsants, antihistamines, ethanol and other CNS depressants.
Pharmacokinetic interactions with benzodiazepines have been reported. Drug/
Laboratory Test Interactions: No consistent pattern for a specific drug or specific test.
Carcinogenesis, Mutagenesis, Impaiment of Fertility: No carcinogenic potential or impair-
ment of fertility in rats. Pregnancy: See Warnings. Nonteratogenic Effects: The child
bom of a mother on benzodiazepines may be at some risk for withdrawal
symptoms and neonatal flaccidity. Labor and Delivery: No established use. Nursing
Mothers: Benzodiazepines are excreted in human milk. Women on XANAX should
not nurse. Pediatric Use: Safety and effectiveness in children below the age of 18
have not been established.

ADVERSE REACTIONS

Side effects are generally observed at the beginning of therapy and usually
disappear with continued medication. In the usual patient, the most frequent
side effects are likely to be an extension of the pharmacologic activity of XANAX,
eg drowsiness or lightheadedness.

Central nervous system. Drowsiness, lightheadedness, depression, headache,
confusion, insomnia, nervousness, syncope, dizziness, akathisia, and tiredness/
sleepiness.

Gastrointestinal: Dry mouth, constipation, diarrhea, nausea/vomiting, and
increased salivation.

Cardiovascular: Tachycardia/palpitations, and hypotension.

Sensory: Blurred vision.

Musculoskeletal: Rigidity and tremor.

Cutaneous: Dermatitis/allergy.

Ofther side effects: Nasal congestion, weight gain, and weight loss.

In addition, the following adverse events have been reported with the use of
benzodiazepines: dystonia, irritability, concentration difficulties, anorexia,
transient amnesia or memory impairment, loss of coordination, fatigue, seda-
tion, slurred speech, jaundice, musculoskeletal weakness, pruritus, diplopia,
dysarthria, changes in libido, menstrual irregularities, incontinence and urinary
retention.

Paradoxical reactions such as stimulation, agitation, increased muscle spas-
ticity, sleep disturbances, and hallucinations may occur. Should these occur,
discontinue the drug.

During prolonged treatment, periodic blood counts, urinalysis, and blood
chemistry analysis are advisable. Minor EEG changes of unknown significance
have been observed.

DRUG ABUSE AND DEPENDENCE

Physical and Psychological Dependence: Withdrawal symptoms have occurred follow-
ing abrupt discontinuance of benzodiazepines. Withdrawal seizures have
occurred upon rapid decrease or abrupt discontinuation of therapy. In all patients,
dosage should be gradually tapered under close supervision. Patients with a
history of seizures or epilepsy should not be abruptly withdrawn from XANAX.
Addiction-prone individuals should be under careful surveillance. Controlled
Substance Class: XANAX is a controlled substance and has been assigned to
schedule IV.

DOSAGE AND ADMINISTRATION

The usual starting dose is 0.25 to 0.5 mg, t.i.d. Maximum total daily dose is 4 mg.
In the elderly or debilitated, the usual starting dose is 0.25 mg, two or three
times daily. Reduce dosage gradually when terminating therapy. by no more
than one milligram every three days.

CAUTION: FEDERAL LAW PROHIBITS DISPENSING WITHOUT PRESCRIPTION.
B-4-S
bkl A Century

f
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PHYSICIANS

The Air Force Reserve
has a position for you!

With only one day a month, plus a
twelve day annual tour of active
duty participation, the Air Force
Reserve can offer you the bene-
fits that count! And, there's
no relocation or interrup-
tion of your present prac-
tice with your Air Force
Reserve association. For a
change of pace, call or write
the location listed below,
providing your name, speciaity,
phone number, and address.

Physician

Call: (912) 926-5769 (Collect)
Or Write: Health Professions Opportunities
P.O. Box 3008
Warner Robins, GA 31099

AIR FORCE RESERVE

26-601-1702

A GREAT WAY TO SERVE
THE WESTERN JOURNAL OF MEDICINE



Give your angina patients
what they re missing...

CARDIZEM: FEW SIDE EFFECTS

diltiazem HCIl/Marion

=% Antianginal action includes dilatation of
coronary arieries, a decrease in vascular resis-
tance /afterioad, and a reduction in heart rate

< Proven efficacy when used alone in angina'
Compatible with other antianginals’*

-+ A safe choice for angina patients with coexisting
hypertension, asthma, COPD, or PVD**

*See Warnings and Precautions.

Please see brief summary of prescribing information on the next page.




CARD’ZEM FEW SIDE EFFECTS

ditiazem HCi/Marion N ANTIANGINAL THERAPY

60 mg tid or qid
m%lnformaﬁon

CARDIZEM®
(dittiazem HC!) 30 mg and 60 mg Tablets

CONTRAINDICATIONS
CARDIZEM is contraindicated in (1) patients with sick
sinus syndrome except in the presence of a functioning
ventricular pacemaker, (2) patients with second- or
third-degree AV block except in the presence of a func-
tioning ventricular pacemaker, and (3) patients with
hypotension (less than 90 mm Hg sysfolic).
WARNINGS
1. Cardiac Conduction. CARDIZEM prolongs AV node
refractory periods without significantly prolonging
sinus node /acovery time, except in patients with
sick sinus 7/ frome. This effect may rarely result
in abnormally slow heart rates (particularly in
patients with sick sinus syndrome) or second- or
third-degree AV block (six of 1,243 patients for
0.48%). Concomitant use of dilfiazem with
beta-blockers or digitalis may % additive

;naﬂbcfsonfardlacoonduchon

inzmetal's angina developed periods of asystole
merg;seoondnég)amerawngledoseofaomgof
itiazem.

2. Congestive Heart Failure. Although diltiazem has
a negative inofropic effect in isolated animal fissue
preparations, hemodynamic studies in humans
with normal ventricular function have not shown a
reduction in cardiac index nor consistent negative
effects on contractility (dp/d).

Experience with the use of CARDIZEM

alone or in combination with beta-blockers in
patients with impaired ventricular function is very
limited. Caution should be exercised when using
the drug in such patients.

3. Hypotension. Decreases in blood pressure asso-
""'3‘,’ T amptomett typomnsen, o
result in sym

4. Acute Hepatic Injury. In rare instances, significant
elevations in enzymes such as alkaline phospha-
fase, CPK, LDH, SGOT, SGPT, and other
consistent with acute hepatic injury have been
nofed. These reactions have been reversible upon
discontinuation of drug therapy. The relahonshrp fo
CARDIZEM is uncertain in most cases, but prob-
able in some. (See PRECAUTIONS.)

PRECAUTIONS
General. CARDIZEM (diltiazem hydrochloride) is
extensively mefabolized by the liver and excreted by the
o0 parods, Tty prarmekrs Shou be
para
monitored at regular infervals. The drug should be used
with caution in patients with impaired renal or hepatic

function. In subacute and chronic dog and rat studies
designed fo produce roxwlly high doses of diltiazem

were a with hepatic damage. In special
subacute hepatic studies, oral doses of 125 mg/kg and
higher in rafs were associated with histological changes
in the liver which were reversible when the drug was
discontinued. In dogs, doses of 20 mg/kg were also
associated with hepatic changes; however, these
changes were reversible with continued dosing.

Drug Interaction. Pharmacologic studies indicate that
there may be additive effects in prolonging AV conduction
when using beta-blockers or digitalis concomitantly with
CARDIZEM. (See WARNINGS.)

Confrolled and uncontrolled domestic studies suggest
that concomitant use of CARDIZEM and befa-blockers or
digitalis is usually well folerated. Available data are not
sufficient, however, fo predict the effects of concomitant
freatment, particularly in patients with left ventricular
dysfunction or cardiac conduction abnormalities. In
healthy volunteers, diffiazem has been shown fo increase
serum digoxin levels up fo 20%.

Mi irment of

cCarcinogenesis, Mutagenesis, Impai
Fertility. A 24-month study in rats and a 21-month study
in mice showed no evidence of carcinogenicity. There
was aiso no mutagenic response in in vitro bacterial
fests. No intrinsic effect on fertility was observed in rats.

Pregna C. Reproduction studies have
been conducted in mice, rats, and rabbits. Administration
of doses ranging from five fo fen times greater (on a
mg/kg basis) than the daily recommended therapeutic
dose has resulted in embryo and fetal lethality. These
doses, in some studies, have been re| fo cause
Skeletal abnormalities. In the perinatal/posinatal studies,
there was some reduction in early individual pup weights
and survival rates. There was an increased incidence of
stillbirths at doses of 20 times the human dose or greater.

There are no well-confrolled studies in pregnant

women; therefore, use CARDIZEM in pregnant women

only:fmepotenrralbeneﬁuusﬂﬂesiheporennalnskrome

Ilurslny Mothers. Diltiazem is excrefed in human
milk. One report suggests that concentrations in breast
milk may approximate serum levels. If use of CARDIZEM
is deemed essential, an affernative method of infant
feegig should be instituted.

liatric Use. Safely and effectiveness in children
have not been established.

ADVERSE REACTIONS

Serious adverse reactions have been rare in studies
carried out fo date, but it should be recognized that
patients with impaired ventricular function and cardiac
conduction abnormalities have usually been excluded.

In domestic placebo-controlled frials, the incidence of
aadverse reactions during CARDIZEM therapy was
not greater than that reported during placebo therapy.

following represent occurrences observed in
clinical sfud/es which can be at least reasonably asso-

ciated with the pharmacology of calcium influx inhibition.
In many cases, the relationship to CARDIZEM has not
been established. The most common occurrences as well
as their frequency of presentation are: edema (2.4%),
headache (2.1%), nausea (1.9%), dizziness (1.5%),
rash (1.3%), asthenia (1.2%)). In addition, the following
evenfs were reporfed infrequently (less than 1%):
Cardiovascular:  Angina, amhythmia, AV block (first
degree), AV block (second or third
degree — see conduction warning),
rdia, congestive heart
failure, flushing, hypotension, palpi-
fations,

Syncope.
Amnesio, gaif abnormality, halluci-
nations, insomnia, NEervousness,
paresthesia, personality change,
), finnitus, fremor.
Anorexia, oonsllpahon diarhea,
dysgeusia, psia, mild
elevations of alkaline phosphatase,
SGOT, SGPT, and LDH ('see hepatic
wamlngs) vomiting, weight
Dermatologic: Pelech:ae pruritus, phofosensitivity,
urticaria.
Other: Amblyopia, dyspnea, epistaxis, eye
:mlanon hypefy lycemia, nasal
congestion, nocturia, osteoarticular
pain, polyuria, sexual diffcultes.
The following posfmarkeﬂng events have been
reported infrequently in patients receiving CARDIZEM:
alopecla gingival hyperplasia, erythema mulfiforme, and
openia. However, a definifive cause and effect
bea‘v.eeniheseevenlsandCARDIZEMmempylsyetrobe
esfablished. Issued 7/86
See complete Professional Use Information before
prescribing.

Nervous System:

Gastrointestinal:

References: 1. Pepine CJ, Feldman RL, Hill JA. etal:
Clinical outcome affer freatment of rest angina with

calcium blockers: Comparative experience during the
initial year of therapy with diltiazem, nifedipine, and
verapamil. Am Heart J 1983; 106(6):1341-1347.

2. Shapiro W- Calcium channel blockers: Actions on the
heart and uses in ischemic heart disease. Consultant
1984,24(Dec): 150-159. 3. Johnston DL, Lesoway R,
Humen DF, et al: Clinical and hemodynamic evaluation of
propranolol in combination with verapamil, nifedipine
and dilfiazem in exertional angina pectoris: A placebo-
controlled, double-blind, randomized, crossover study.
Am J Cardiol 1985;55:680-687. 4. Cohn PF, Braunwald
E: Chronic ischemic heart disease, in Braunwald E (ed):
Heart Disease: A Textbook of Cardiovascular Medicine,

ed 2. Philadelphia, WB Saunders Co, 1984, chap 39.

5. Schroeder JS: Calcium and beta blockers in ischemic
heart disease: When fo use which. Mod Med
1982:50(Sept):94-116.
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Dental Caries
Can Be Reduced
50-80%

Vi-Flor® Vitamin/
Fluoride Combination
Enhances Compliance

Developing primary and permanent
teeth supplied with systemic fluoride are
so much stronger that later caries can be
reduced 50-80%."

Since pre-eruptive and
newly erupted teeth
incorporate fluoride
more easily than older
teeth,’ systemic fluoride
is required every day-
from birth until final
molars appear (around

age 13).
;i After teeth appear,
) : ,;;ﬁ systemic and topical
fluoride work together

for maximum pro-
tection from caries.

LK-0197-3-86
©1986 Mead Johnson & Company » Evansville, Indiana 47721

Daily vitamins already containing flu-
oride make compliance easy and econom-
ical for parents.

Regular fluoride up-
dates in the office
remind parents of
the importance of
daily systemic
fluoride.

Meet the growing need for fluoride.
Prescribe Vi-Flor
fluoride vitamins.

See attached statement for full prescribing information.

Meadjilinsmn

NUTRITIONAL DIVISION

REFERENCES:
'Aasenden R and Peebles T: Effects of Fluoride lementation From Birth on Human
Deci and P Teeth. Arch_ Oral Biol 19:321, 1974.

“Hambert L: Controlled Trial of Fluoride in Vitamin Drops for Prevention of Caries in

Children. Lancet Feb. 27, 1971, p. 442.

“Newbrun, E.: How Fluoride Works: Topical vs. Systemic Action, in Mead Johnson Clinical
Series, Clinical Importance of Fluoride Nutrition in Infants, Children and Young

Adults, Chicago, Pragmaton®, 1985, p. 7.
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DLC Diagnostics
blood chemistry and hematology testing
in your own office NOW!

DLC Diagnostics provides complete
installation and training.

The ultimate in low cost hematology testing.
An invitation to join thousands of satisfied customers.

We offer a complete line of economical ]
CELL-DYN hematology instruments
designed to fill any cell counter need. , O Cétwm 900 J

CELL-DYN analyzers use one-touch . 'YK | @ . . .

discrete testing and incorporate
user-friendly programming. Choosing
CELL-DYN insures reliability. A recent
survey of over 1500 CELL-DYN instruments
(picked randomly) indicated an amazing
312 days between customer-requested
service calls. Now that's reliability you

can depend on!

First “proven”
centrifugal random access
with a 3-year track record!

With ASCA you can perform any number of 34
General Chemistry methodologles simultaneously.
Or choose from a growing list of 34 Esoteric

tests to run in batch mode. All from
a computerized bench top analyzer
designed to be the most affordable
piece of equipment in your laboratory.

Low initial cost.

Non-Disposable 40-place rotor.

Average test cost of 8¢!

Over 68 chemistries available.

480 end points or 400 kinetics

per hour.

e Batch, Stat or Profile modes with

results in less than 8 minutes.

Call DLC Diagnostics California/Nevada Distributors
In California (800) 858-3889 e Out-Of-State Call Collect (213) 602-2184
7008 Marcelle Street ® Paramount, California 90723



The CNA Insurance Companies have
been committed to providing quality
‘malpractice insurance for over 15
years. And we've kept this commit-
ment even through the years of
malpractice crises.

One reason we're able to honor
that longstanding commitment is our
financial strength. CNA has grown to
the 14th largest insurance organiza-
tion. And, we’re now one of the largest
malpractice insurers. By protecting
thousands of medical professionals,
we have solid expertise in underwrit-
ing, claims service and legal defense.

We've made a commitment to
offer comprehensive, quality medical
malpractice protection to meet the
needs of physicians. For more infor-
mation, contact the CNA program
administrator today.

Professional Insurance

Consultants, Inc.

211 Sixth Avenue, North

Seattle, WA 98109

(206) 441-7960

The CNA Prot .
Contmentl:llysmty tection Program is underwritten by cNA

f
one of the CNA Insurance Companies. For All the Commitments You Make®
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‘Monocid’ Advantage

¢ 24-Hour Coverage of Common Pathogens

o Effective Against Ampicillin-Resistant H. influenzae

¢ V. or I.M.: Hospital or Outpatient Management

¢ Lowest Cost per Course of Therapy!-

¢ 95% Clinical Success (91% cured, 4% improved)
with Once-Daily Dosing5-7

Once-a-Day/Broad-Spectrum

AMONOCID

VIM brand of sterile

cefonicid sodium

(lyophilized|

*Since the definition of “cure” may vary significantly among clinical settings and investigators, the reader is urged to consult
the references cited.

Before prescribing, please consult the brief summary of ‘Monocid’ prescribing information on the following page.



Once-a-Day Therapy in

PNEUMONIA

MONOCID

VM

cefoniod sodium

brand of sterile

(Iyophilized] L

Before prescribing, see complete prescribing information in SK&F literature or
PDR. The following is a brief summary.

INDICATIONS AND USAGE

Monocid (sterile cefonicid sodium, SK&F) is indicated in the treatment of infections
due to susceptible strains of the microorganisms listed below:

LOWER RESPIRATORY TRACT INFECTIONS, due to Streptococcus pneumoniae
(formerly D. p: iae); Klebsiella p. iae; Escherichia coli; and Hemophilus
influenzae (ampicillin-resistant and ampicillin-sensitive).

URINARY TRACT INFECTIONS, due to Escherichia coli; Proteus mirabilis (indole-
negative Proteus); and Klebsiella pneumoniae.

SKIN AND SKIN STRUCTURE INFECTIONS, due to Staphylococcus aureus and S.
epidermidis; Streptococcus pyogenes (Group A Streptococcus) and S. agalactiae (Group B
Streptococcus).

SEPTICEMIA, due to Streptococcus pneumoniae (formerly D. pneumoniae) and
Escherichia coli.

BONE AND JOINT INFECTIONS, due to Staphylococcus aureus.

Therapy with ‘Monocid’ may be initiated pending results of susceptibility studies.
Treatment should be adjusted according to findings.

SURGICAL PROPHYLAXIS

Administration of a single 1 gram dose of ‘Monocid’ before surgery may reduce the
incidence of postoperative infections in patients undergoing surgical procedures
classified as contaminated or potentially contaminated (e.g., colorectal surgery,
vaginal hysterectomy, or cholecystectomy in high-risk patients), or in patients in
whom infection at the operative site would present a serious risk (e.g., prosthetic
arthroplasty, c;pen heart surgery). Although cefonicid has been shown to be as
effective as cefazolin in prevention of infection following coronary artery bypass
surgery, no placebo-controlled trials have been conducted to evaluate any cephalosporin
antibiotic in the prevention of infection following coronary artery bypass surgery or
prosthetic heart valve replacement.

In cesarean section, the use of ‘Monocid’ (after the umbilical cord has been clamped)
may reduce the incidence of certain postoperative infections.

‘When administered one hour prior to surgical procedures for which it is indicated,
asingle 1 gram dose of ‘Monocid’ provides protection from most infections due to
susceptible organisms throughout the course of the procedure and for approximately
24 hours after administration. Intraoperative and postoperative administration of
‘Monocid’ is not necessary. Daily doses of ‘Monocid’ may be administered for two
additional days in patients undergoing prosthetic arthroplasty or open heart surgery.
Before using ‘Monocid’ concomitantly with other antibiotics, the prescribing
information for those agents should be reviewed for contraindications, warnings,
precautions and adverse reactions. Renal function should be carefully monitored.

CONTRAINDICATIONS

‘Monocid’ is contraindicated in persons who have shown hypersensitivity to
cephalosporin antibiotics.

‘WARNINGS

BEFORE THERAPY WITH ‘MONOCID' IS INSTITUTED, CAREFUL INQUIRY
SHOULD BE MADE TO DETERMINE WHETHER THE PATIENT HAS HAD
PREVIOUS HYPERSENSITIVITY REACTIONS TO CEPHALOSPORINS,
PENICILLINS, OR OTHER DRUGS. THIS PRODUCT SHOULD BE GIVEN
CAUTIOUSLY TO PENICILLIN-SENSITIVE PATIENTS. ANTIBIOTICS
SHOULD BE ADMINISTERED WITH CAUTION TO ANY PATIENT WHO HAS
DEMONSTRATED SOME FORM OF ALLERGY, PARTICULARLY TO DRUGS.
SERIOUS ACUTE HYPERSENSITIVITY REACTIONS MAY REQUIRE
EPINEPHRINE AND OTHER EMERGENCY MEASURES.

Pseudomembranous colitis has been reported with the use of cephalosporins (and
other broad-spectrum antibiotics); therefore, it is important to consider that diagnosis
in patients who develop diarrhea in association with antibiotic use.

Treatment with broad-spectrum antibiotics alters normal flora of the colon and

may permit overgrowth of Clostridia. Studies indicate a toxin produced by Clostridium
dt)f/¥ci1e is one primary cause of antibiotic-associated colitis. Cholestyramine and
colestipol resins have been shown to bind the toxin in vitro.

Mild cases of colitis may respond to drug discontinuance alone. Moderate to severe
cases should be managed with fluid, electrolyte and protein supplementation as
indicated. When the colitis is not relieved by drug discontinuance and when it is
severe, oral vancomycin is the treatment of choice for antibiotic-associated
pseudomembranous colitis produced by C. difficile. Other causes of colitis should
also be considered.
PRECAUTIONS
General: With any antibiotic, prolonged use may result in overgrowth of
nonsusceptible organisms. Careful observation is essential, and appropriate
measures should be taken if superinfection occurs.

Interactions: Nephrotoxicity has been reported following concomitant
administration of other cephalosporins and aminoglycosides.

Pregnancy: (Category B.) Reproduction studies have been performed in mice, rabbits
and rats at doses up to an equivalent of 40 times the usual adult human dose

and have revealed no evidence of impaired fertility or harm to the fetus due to
‘Monocid’. There are, however, no adequate and well-controlled studies in pregnant
women. Because animal reproduction studies are not always predictive of human
response, this drug should be used in pregnancy only if clearly needed.

Labor and Delivery: In cesarean section, ‘Monocid’ should be administered only
after the umbilical cord has been clamped.

Nursing Mothers: ‘Monocid’ is excreted in human milk in low concentrations.
Caution should be exercised when ‘Monocid’ is administered to a nursing woman.

Pediatric Use: Safety and effectiveness in children have not been established.

Beta-lactam antibiotics with methyl-thio-tetrazole side chains have been shown to
cause testicular atrophy in prepubertal rats, which persisted into adulthood and
resulted in decreased spermatogenesis and decreased fertility. Cefonicid, which
contains a methylsulfonic-thio-tetrazole moiety, has no adverse effect on the male
reproductive system of prepubertal, juvenile or adult rats when given under identical
conditions.
ADVERSE REACTIONS .
‘Monocid’ is generally well tolerated and adverse reactions have occurred infrequently.
The most common adverse reaction has been pain on .M. injection. On-therapy
conditions occurring in greater than 1% of ‘Monocid™-treated patients were:
Injection Site Phenomena (5.7%): Pain and/or discomfort on injection; less often,
burning, phlebitis at L.V. site.
Increased Platelets (1.7%).
Increased Eosinophils (2.9%).
Liver Function Test Alterations (1.6%): Increased alkaline phosphatase, increased
SGOT, increased SGPT, increased GGTP, increased LDH.
Less frequent on-therapy conditions occurring in less than 1% of ‘Monocid"treated
patients were:
Hypersensitivity Reactions: Fever, rash, pruritus, erythema, myalgia and
anaphylactoid-type reactions have been reported.
Hematology: Decreased WBC, neutropenia, thrombocytopenia, positive Coombs’
test.

Diarrhea.

DOSAGE AND ADMINISTRATION

General

The usual adult dosage is 1 gram of ‘Monocid’ given once every 24 hours, intra-
venously or by deep intramuscular injection. Doses in excess of 1 gram daily are
rarely necessary; however, in exceptional cases dosage of up to 2 grams given

once daily have been well tolerated. When administering 2 gram I.M. doses once
daily, one-half the dose should be administered in different large muscle masses.
Surgical Prophylaxis

‘When administered one hour prior to appropriate surgical procedures (see Indications
and Usage), a 1 gram dose of ‘Monocid’ provides protection from most infections due
to susceptible organisms throughout the course of the procedure and for
approximately 24 hours after administration. Intraoperative and postoperative
administration of ‘Monocid’ is not necessary. Daily doses of ‘Monocid’ may be
administered for two additional days in patients undergoing prosthetic arthroplasty
or open heart surgery.

In cesarean section ‘Monocid’ should be administered only after the umbilical cord has
been clamped.

General Guidelines for Dosage of ‘Monocid’, I.V. or LM.

Type of Daily Dose

Infection (grams) Frequency
Uncomplicated Urinary Tract 0.5 once every 24 hours
Mild to Moderate 1 once every 24 hours
Severe or Life-Threatening 2* once every 24 hours
Surgical Prophylaxis 1 1 hour preoperatively

*When administering 2 gram .M. doses once daily, one-half the dose should be administered in
different large muscle masses.

Impaired Renal Function

Modification of ‘Monocid’ dosage is necessary in patients with impaired renal

function. Before prescribing, consult Dosage and Administration section of complete

prescribing information.

HOW SUPPLIED

‘Monocid’ is supplied in vials equivalent to 500 mg. and 1 gram of cefonicid; in

“Piggyback” Vials for 1.V. admixture equivalent to 1 gram of cefonicid; and in :
Pharmacy Bulk Vials equivalent to 10 grams of cefonicid. |
BRS-MC:L15 Date of issuance Feb. 1986 i
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- “Location,
Location,
Location”

It's almost that easy to sum up
the physical requirements of a
successful medical practice. But

if vou could locate in a building
that's within a 10-minute walk for
500.000 people. has a city bus stop
at the front door plus a garage for
900 vehicles. what else would vou
like to see in vour new location?

e an established address known
as the medical & dental center
for San Francisco?

e on-site medical & dental labs,
and a pharmacy?

e on-site valet parking?

e paging. answering, transcription
& copving services?

* high-speed elevators with
attendants to direct and assist
patients?

e a nurse's lounge. solarium,
and conference rooms?

You will find a// of these advan-
tages—and more—in only one
location: 450 Sutter. Built specifi-
cally as a medical-dental facility,
450 Sutter supports the special
needs of the medical practitioner,
providing a team of specialists to
help the new tenant design and
renovate a selected suite. You can
expect excellent preparation of vour
facilities at 450 Sutter, and vou can
expect the long-term benefits of
providing vour services from San
Francisco's most prestigious
medical address.

.
-aed
Py

®

QU o ™

Leasing Information
415/4217221

450 Sutter

Medical-Dental Building
Downtown San Francisco
Suite 415




= {rrmomoox|  MEDICAL OFFICE PRACTICE
it ) terence wocwest | PRESCRIPTIONS FILLED HERE

WILLIAMS, WRIGHT & ASSOCIATES
WILL FILL THE PRESCRIPTION!

We're THE complete computer information system
professionals with the expertise, experience, medical
software and hardware to help you manage your prac-
tice more efficiently and effectively.

WHY MEDI HELP AND IBM FOR THE MEDICAL ENVIRONMENT?

FLEXIBILITY TIME SAVINGS

* MEDI HELP will accommodate multiple locations. * MEDI HELP provides addition of new codes for

* MEDI HELP will handle multiple doctors. files without terminating the current task.

* MEDI HELP will track up to fifteen financial * MEDI HELP provides HELP KEY SUPPORT.
categories with six categories per patient and four * MEDI HELP provides default values to reduce.
insurance carriers per category. keying.

* MEDI HELP will provide insurance billings. * MEDI HELP provides electronic claims processing.

* MEDI HELP will grow with your practice and data )
can tansker .2 larger computer without a con- MANAGEMENT-REPORTS

* MEDI HELP provides comprehensive, detailed
information in an easy-to-use format.

EFFICIENCY * Custom reports can be tailored to your practice
~* MEDI HELP will locate the patient within files by requirements.

. n;g; s::rlc:;" o off il * MEDI HELP provides for selective data searches

back offi ow?on. ceguper s 2 ‘ for demographic and medical practice procedures.

* MEDI HELP provides patient recall notices.
IBM HARDWARE

CONTROLS : The Leader in Computer Technology.

* MEDI HELP will accommodate many terminals s.':‘: l“‘:: in Computer Customer Service and
and printers, A TRUE MULTIUSER, MULTI- * Highly Reliable and Serviceabh
TASKING SYSTEM. .

* MEDI HELP provides multi-level security for your * Software Compatible Growth Path.

practice.
* MEDI HELP provides adjustment reports by
operator and choices for posting payments.

OUR SERVICES BEGIN WITH
YOUR PHONE CALL WiLLiAMS, WRIGHT &

*** Consultation and Needs Analysis A SSOCIATES, I NC.
*** Demonstration at Your Location or Ours
*** System Installation and Operation Training

* ** Thirty (30) Day Software Trial Period SINCE 1977

e lolcal Support in Same Areas CORPORATE OFFICES

* + * Telephone Support . .

*** Periodic Revisions/Enhancements to Software 195 N. E::;l'd ?}:)nu,e' Suite 208
*** Assistance with Data Conversion Available Upland, California 91786
*** Software Customizing Available (714) 985-0809

BRANCH OFFICES

108 Parfait Lane 3311 Clearwater Avenue, Suite 175
Alameda, California 94501 Kennewick, Washington 99336
(415) 522-6853 (509) 735-1935

An IBM Marketing Assistance Program Participant.
*IBM is a registered trade mark of International Business Machines

For California, Idaho, Montana, Oregon and Washington doctors only.




ACE* INHIBITOR

(3D0ZIDE

CAPTOPRIL-HYDROCHLOROTHIAZIDE TABLETS

OUTSTANDING SINGLE-TABLET
BLOOD PRESSURE CONTROL'

[ ]Pressure normalized* at six months in

86% of patients with mild-to-moderate
hypertension (N =53).%

[JAdditive antihypertensive effect achieved

through complementary actions of ACE
inhibition plus thiazide diuresis.

[ JConvenient, one-tablet bid dosage
regimen enhances compliance.

*Angiotensin Converting Enzyme

This fixed combination drug is not indicated for initial therapy of hypertension. It may be appropriate if the fixed combination
represents the dosage as titrated to the individual patient's needs. In using CAPOZIDE, consideration should be given to the risk

of neutropenia agranulocytosis. Use special precautions in patients with impaired renal function, collagen vascular disorders,
or those exposed to other drugs known to affect the white cells or immune response. Evaluation of hypertensives should always
include assessment of renal function. See INDICATIONS AND USAGE. CONTRAINDICATIONS, WARNINGS, and ADVERSE
REACTIONS in the brief summary, which follows.

*Normalized - diastolic pressure -~ 91 mm Hg.

§Dosage was CAPOZIDE 25 25 (captopril 25 mg and hydrochlorothiazide 25 mg per tablet) bid




WITH BUILT-IN
POTASSIUM-SPARING
ACTIVITY

[7ACE inhibition conserves potassium by
minimizing aldosterone secretion
—can reduce thiazide-induced
hypokalemia.

[JIn a multicenter clinical study.

CAPQOZIDE blunted the decrease in
serum potassium that was seen with
hydrochlorothiazide alone:

ACE * INHIBITOR

(3D0ZIDE

CAPTOPRIL-HYDROCHLORQOTHIAZIDE TABLETS
25/15, 25/25, 50/15, 50/25

HELPS KEEP POTASSIUM UR
BLOOD PRESSURE DOWN




CAPOZIDE®

hypokalemia, and then with caution, since they may lead to a signifi

i of serum
Use potassium-containing salt substitutes with cauton Inhibitors OIEndogenous Hosfaglmdm S)'n

[ Hydr Tablets
INDICATIONS USAGE: CAPO CGMOD' di d thesis: Indomethacin and other nonsteroidal anti y agents may reduce the
treatmemdwgnston o ok ug is not ind ‘ﬁ?mzmdw effect of captopril, especnallylnlo«renmhypenenson
mnnwmwmmmwmwmmn Hy Whe! i conwrvemrylheblomngdmgsmaynmeraawnhm'aznde
In using CAPOZIDE, consi ion should : Alcohol, or narcotics—| may occur.
bs gyven fo the risk of neutropenia/agranulocylosis (see WARNINGS). CAPOZIDE may be used for Anadtabettcdmgs (o:alagelnsandmdm)—Hypergvyoem-a mduoed by thiazides may require dosage
patients with normal renal function, in whom the risk is relatively low. In patients with i ired renal of the i ic drug. O!her antrhypenenslve drugs—additive effect or potentiation.
function, particularly those with collagen vascular disease, CAPOZIDE should be reserved for Potemlanon ocourswnh ganghomc or p o gic blocki drugs Cortic ids, ACTH—~
answsmhmemaevebpedunawepmuesdedﬁedsmmdmgs.mhmhﬂedb ly hypc ic agents—effects

respond satisfactorily to other drug combinations.
CONTRAINDICATION: Mndllwwm—HydromIorothlazuje is contraindicated i in patients with

anuria and those who have P y fo hy or other
sutfonamide-derived drugs.

WARNINGS: ( N ia/A N (<1000/mm=')wnhmyeb:dhy
poplasia has resulted from use of captopril. About half of the D patients d P

or oral cavity infections or other features of the syndrome of ag locytosis. The risk of penia is

dependent on the clinical status of the patient:
In clinical trials in patnentswnm hyperlens;mvﬂmohavenamal renal function (serum creatinine <1.6
mg/dL and no cc penia has been seen in one patient out of over 8,600
exposed. In patients with some degree of renal failure (serum creatinine at least 1.6 mg/dL) but no
collagen vascular disease, the risk in clinical trials was about 1 per 500. Doses were relatively high in

of preanesthetic and anesthetic agerls may be po!ennated adjust dosage ofthese agenls accordingly.
Pressor amines (e.g., norepit responsewpfeseorammbmnotm
cient to preclude their use. Sceletalmuscle n izing (e.g., tuboc i

increased responsiveness to the muscle relaxant. Lithium—should not generally be given with diuretics;
diuretic agents reduce the renal clearance of lithium and add a high risk of lithium toxicity. Refer to the
package insert for lithium preparations before use of such preparations with CAPOZIDE.
Drug/Laboratory Test hhrucﬁom—w—may cause a false-positive urine test for acetone.

Hy thiazides before carrying out tests for parathyroid function (see
PRECAU‘HONS [General, Hydrod\lotothnaznde])
M

Fertility—C Two-years!udawﬂhdoses
ot50!o1350mg/kg/daymmuoeandratstanledloshowany id of o] p ial. Studies
in rats have revealed no impairment of fertility.

10 eval

these patients, pmwulaw in view of their diminished renal function. in patients with collagen

i (eg. lupus er andi ired renal function, neutropenia
occurred in 3.7% of patients in clinical triats. While none of the over 750 patients in formal clinical trials
of heart failure developed neutropenia, it has ¢ d during subx clinical (
reported cases, about half had serum creatinine >1.6 mg/dL and more than 75% received
procainamide. In heart failure, it appears that the same risk factors for neutropenia are present.

Hydr Long-term studies in animals have not been p
polential, mu'ageness.orwhemerlmsdmg affects fertility in males or females.

y C—( There are no and well studies in preg
women. Embryocidal effects and craniofacial malformations were observed in rabbits. Therefore, captoprit
e.Of  ghould be used during only if the ial benefit ighs the potential risk to the fetus.
Caplopril crosses the human placenta.
Hyd Studies in rats using captopril and h i f

Neutropenia has appeared within 3 months after starting therapy, associated with myeloid -
sia and frequently accompanied by erythroid hypoplasia and decreased numbers of megakaryo-
cytes (eg hypoplastic bone marrow and pancylopenia); anemia and thrombocytopenia were
seen. to normal in about 2 weeks after captopril was
discontinued, andsemusmedmnswerellmwdbdmlcallyoomplexpanem&w 13% of the
cases of neutropenia have ended fatally, but almost all fatalities were in patients with serious iliness,
havmg odlagen vascular dlsease. renal failure, heart failure or immunosuppressant therapy, or a
[o of these i g factors.
of the hyp: wmummnmmmmmu
renal function. if caplopril is used in patients with impaired renal function, white blood ceil and differen-
tial counts should be evaluated prior to starti and at i 2-week intervals for
about 3 months, then periodically. In patients with collagen vascular disease or who are exposed to
other drugs known to affect the white cells or immune response, particularty when there is impaired
renal function, captopril should be used only after an assessment of benefit and risk, and then with
caution. All patients treated with caplopril should be told to report any signs of infection (e.g., sore throat,
fever); if infection is suspected, perform counts without delay. Since discontinuation of ¢ il and

and in combination, each agent in doses up to 1350 mg/kg, failed to show evidence of embryotoxicity,
fetotoxicity, or teratogenicity. There are no adequate and well-controlled studies in pregnant women.
Because animal reproduction studies are not always predictive of human response, CAPOZIDE should
be used during pregnancy, or in patients likely to become pregnant, only if the potential benefit justifies
lhe potential risk fo the fetus.

Pr Effects—Hyd Thi cross the barrier
" and appear in cord blood. Use in pregnam women requnes that lhe benefit bewenghed against possi-

ble hazards to the fetus. Hazards include fetal or j and ibly

other reported reactions.

Nursing Mothers: Both captopril and hydroc i are in human milk. A potential exists

for serious adverse reactions in nursing infants from both drugs, therefore, decision whether to discon-
tinue nursing or to discontinue therapy should take into account the importance of CAPOZIDE (Capitopril-
Hydrochlorothiazide Tablets) to the mother.

Pediatric Use: Safety and effectiveness in children have not been established although there is limited
experience with use of captopril in children from 2 months to 15 years of age. Dosage, on a weight basis,

other drugs has generally led to prompt return of the white count fo normal, upon confirmation of
neutropenia (neutrophil count <1000/mm?3) withdraw captopril and closely follow the patient's course.
Total urinary proteins >1 g/day were seen in about 0.7% of patients on captopril. About
mddbctedpauemshadewdenoedpnonenaldlseaseonecetvedrnghdoses(>150mg/day) or
both. The nephrotic syndrome occurred in about one-fifth of proteinuric patients. In most cases, protein--
uria subsided or cleared within 6 months whether or not captopril was continued. The BUN and creati-
nine were seldom altered i in pfonemunc patients. Since most cases of proteinuria occurred by the 8th
month of therapy, patk il di or those receh il at doses >150 mg/day should
have urinary profein esnmam (d-p-snck on 1st morning urine) before therapy, and periodically thereafter.
n was rarely seen in hypertensive patients but is a possibility in
severely salt/volume-depleted persons such as those treated vigorously with diuretics (see PRECAU-
TIONS [Drug Interactions]).
Hydrochiorothiazide—Use with caution in severe renal d May pi ia in patients
with renal disease. Cumulative effects may develop in patients with impaired renal function. Use with
caution in patients with impaired hepatic function or progressive liver disease, since minor alterations of
fiuid and electrotyte balance may precipitate hepatic coma. Sensitivity reactions may occur in patients
with or without a history of allergy or bronchial asthma. The possibility of exacerbation or activation of
ic lupus ery »sus has been reported.
PRECAUTIONS: General: Captopril—/mpaired Renal Function—Some patients with renal disease,
pamculam/ those with severe renal artery s'enoss. have developed increases in BUN and serum
It may be y to reduce captopril dosage and/or discontinue diuretic. For some of
these patients, normalization of blood pressure and maintenance of adequate renal perfusion may not be
possible (see DOSAGE AND ADMINISTRATION, ADVERSE REACTIONS [Attered Laboratory Findings).
Surgery/A ] i oowrsdumgmapvwngeryoran&dhesna and is considered due
to the effects of il, itis cc by volume
WOW al panems lor signs of fluid or electroMe imbalance, particularly when
the patient is iting fluids. W g signs include dryness of
mouth, thirst, L lethargy, drc muscle pains or cramps, muscular fatigue,
hypo!ensnon ohguna. Iaohy(nrdla. and nausea and vomiting. Hypokalemna may develop when severe
isis p oral ek lyte intake. Hypc itize or exaggerate
response ol the hearl to the toxic effects of dignahs Because captopril reduces the production of
therapy with captop! the diuretic-induced hypokalemia. Fewer pa-
tients my require polassium supplements andlor foods with a high potassium content (see Drug
Agents ing Serum P i
Any chloride deficit is general'y m-ld and may not require specific treatment, éxceptions include liver
disease or renal dise: ia may occur in edematous patients in hot weather; use
walter restriction, ralhefthansaltadm:mslraﬁon except when the h ia is life-th ing. In

was fo that used in adults. CAPOZIDE should be used in children only if other measures for
controlling blood pressure have not been effective.
ADVERSE REACTIONS: Captopril—Reported incidences are based on clinical trials involving approx-
imately 7000 patients. Renal—About 1 of 100 patients developed proteinuria (see WARNINGS). Renal
renaltaduve.po!yuna.ohguna.andunnaryhequenwm 110 2 of 1000 patients. Hematologic—
[\ tosis has d (see WARNINGS). Anemia, mvombocylopema. and
pancytopenia have been reported. Dermatologic—Rash (usually rarely often
with pruritus and sometimes with fever and eosinophilia, in about 4 1o 7 of 100 patients (depending on
renal status and dose), usually during the 1st 4 weeks of therapy. Pruritus, without rash, in about 2 of 100
patients. A reversible associated pemphigoid-like lesion, and photosensitivity have also been reported.
Angnoedemaolmeleoe mucous membranes of the mouth, or of the extremities in about 1 of 1000
ible on disconti of caplopril therapy. One case of laryngeal edema reported.
Flushmgorpallor in 2w5d1000panenlsCardmsculaf—Hypolensuon may occur, seeWARNINGS
and PRECAUTIONS (Drug | ions) for di ion of hyp on il therapy.
Tachycardia, chest pain, and palpitations each in about 1 of 100 patients. Angina pectoris, myocardial
infarction, Raynaud's syndrome, and congestive heart failure each in 2 to 3 of 1000panemsDysgeusca—

About 210 4 (depending on renal status and dose) of 100 patk developeda orloss oftaste
perception; taste impairment is reversible and usually sel—l-mned even with commed druguse (2103
). Gastric irritati inal pain, nausea, vomiti ion, apl
uk:efs,pepﬁculoef izzi laise, fatigue, i ia, dry mouth, dyspnea, cough, alope-
cia, and paresthesias reporied in about 0.5 to 2% of patients but did not appear at increased frequency
P to or other used in trials.
Hyd: i i .Sj/snsm—anovema, gasnc maﬁon nausea, vomiting, orampmg.
i ipation, j ice (i atitis, and si Cen-
l/al Nervous Syste di vemgo. hesi , and xanthopsia. Hematologic—
i [ h peni i ia, and hemolytic anemia.
Cardiovascular—orthostatic ion. Hy itivi photc itivity, rash, urticaria,
necrotizing angiitis (vasculitis; cutaneous vasculitis), fever, y distress i i it
and hylacti Other—h lycemia, glyoosuna, hyr icemia, muscle spasm, weak-
ness, restlessness, and transient blurred vision. Wh ions are modk or severe,
reduce or withdraw therapy.
Altered Findings: Elevations of liver enzymes have been noted in a few patients but no

Laboratory
causal relationship to captopril use has been established. Rare cases of cholestatic jaundice and of
hepaboeliular -n;ury with or wothoul secopdary cholestasis have been reported in association with

actual sal deplelton. replacement is the therapy of choice. Hypenmoem-a may occur ov trank gout may
be in certain pati Latent di mellitus may

b inthe p patient. P i by
nsmgnonpfolemnnrogenabbodureamtvogen requires a careful reappraisal of the necessity of
therapy. Serum PBl levels may decrease. CalumnexaenomsdecveasedPamobgncdmngesmmepara-
thyroid gland with ia and have been observed during therapy.
Laboratory Tests—Serum and urine electrolyte levels should be regularly monitored (see WARNINGS,
[Captopril and Hydrochlorothiazide), atso PRECAUTIONS [General, Hydrochlorothiazide})).

Drug interactions—Captopril—Hypotension—Patients on Diuretic Therapy: Precipitous reductnonof
blood pressure may occasionally occur within the 1st hour after inistration of the initial
dose in patients on diuretics, especially those recently placed on diuretics, and those on severe dietary
salt restriction or dialysis. This possibility can be imized by either di linuing the diuretic or in-
creasing the salt intake about 1 week prior to initiation of captopril therapy or by initiating therapy with
small doses (6.25 or 12.5 mg). Alternatively, provide medical supervision for at least 1 hour after the initial
dose. Agents Having Vasodilator Activity: In heart failure patients, vasodilators should beadm-ms\efed
with caution. Agents Causing Renin Release: Captopril's effect will be d by antihyp
agemsmalcauserenmrelease AgemsAMecﬂngSympmheﬂcActMty The sympathetic nervous sys-
tem may be ially imp m PP g blood p in patients receiving captopril alone or
with diuretics. Beta-ad ! dmgsaddsomefurlhevamhypenenstveeﬁedtocapboﬂl but
meoverallvesponseuslessman additive. Therefore, use agents affecting sympathetic activity (e.g.,
agents or gic neuron blocking agems) with caution. Agents Increasmg
Serum Potassium: Give potassium sparing diuretics or pc only for dc

captopril ion. A of BUN and serum cteanmne may occur, especially in
palnerlswhoamvcf' depl orwhohaveww Ini of rapid reduc-
tion oi or ly d blood the gh lar filtration rate may decrease

ly, also iting in ient rises in serum and BUN. Small increases in the serum potas-
sium cc i occeur, ially in patients with renal |mpa|rmenl (see PRECAUTIONS).

‘OVERDOSAGE: Captopril—Primary concern is correction of hyp Vol withanlV.
infusion of normal saline is the treatment of choice for restoration of blood pressure. Captopril may be
removed from the general circulation by hemodialysis.

In addition to diuresis, ¢ iazi y varying of
lethargywmchmayprogvesstooomawnlhmalewhouvs.wnh y and i
depression and without evidence of serum electrolyte ges or dehydration. The ism of

thiazide-induced CNS d ion is unknown. Gastroi irritation and hy otility may occur.
Transitory increase in BUN has been reported, andsevumelecttofy\emangesmayoowr especially in
patients with impaired renal function. In addition to gastric lavage and supportive therapy for stupor or

‘coma, symptomatic treatment of gastromtesunal effects may be needed Degree of removal by

hemodialysis has not been clearly ], to

respiration, and cardiovascular and renal function should be instituted.

DOSAGE AND ADMINISTRATION: DOSAGE MUST BE INDIVIDUALIZED (SEE INDICATIONS AND US-
AGE). CAPOZIDE (Captopril-Hydrochiorothiazide Tablets) should be taken one hour before meats.
CAPOZIDE may be dosed bid or tid. Because captopril and hydrochlorothiazide are excreted primarity
by the kcdneys, dosage adjustments are recommended for patients with impaired renal function.
Consult insertb CAPOZIDE (C: Hydrochlorothiazide Tablets).
Available in tablets of 25 mg captopnl combined with 15 mg hydrc ide, 25 mg i
combined with 25 mg hydrc 50mg « ined with 15 mg hydrochlorothiazide,
and 50 mg captopril combined with 25 mg hydrochlorothiazide in bottles of 100.

(J4-005C)

‘ INNOVATORS IN CARDIOVASCULAR MEDICINE
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INSURANCE PAYMENTS RECEIVED WITHIN 5-10 DAYS!

MedClaims Rx . . .

A Medical Office Automation System

e RAPID CLAIM PAYMENT—
DAYS, NOT MONTHS ¢ One Year Software Maintenance
Cost Effective Included

Reduced Operating Expenses Transmits Claims via Phone Modem
Menu Driven and Promps Affordable

Daily and Monthly Reports Improves Cash Flow

Designed to Accommodate Multiple Clerical Error Minimized

Locations and/or Physician Practices In-house Business Management

MS or PC DOS computer operating system (IBM compatible), 10 megabyte hard disk
drive, 256K RAM, and a 1200 baud phone modem are minimum system requirements.

Medicare carriers nationwide are prepared to receive computerized electronic billing of
Medicare claims—Champus, Medi-Cal, and Private Carriers are rapidly following suit.

Paperless claims for all insurance companies is the way of the future; you may begin
now with MedClaims Rx. MedClaims Rx is designed to meet the current and future
needs of the medical industry, today!

You Have a Choice!
This or This

Patient data and billing information
are entered into your computer.

Your claim is transmitted electronically via a toll free
number to your insurance carrier.

5-10 days later you receive your |
EOB along with payment of claims
submitted.

For more information, please write or call:

CTS

Creative Technical Systems, Inc.

4505 E. INDUSTRIAL STREET, SUITE 2J
SIMI VALLEY, CA 93063 PHONE: (805) 583-3567
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“A lot of people think Blue Cross has the
opportunity to be the most successful
insurance carrier in the Western United
States. I happen to be one of them.

In fact, that's the main reason I came
out here. To be a part of that. There

are excellent people in this organization.
But what I found was that the orga-
nization was so large it was tying their
hands. That's why our first move

was to reorganize into smaller units. More
manageable units. With a much clearer
focus as to results”

“Already, we've been talking to a lot
of physicians and hospitals face-to-face,
getting their input on how we can become
a more service-oriented organization.
Their biggest concern is that our claim
payments are on the slow side. And
they're right. But I can honestly say
improvements with that are already in
the works. As far as individual and
group plans go, they seem to like what
we're doing. They understand that as
hard as it is today to keep costs down,
no oneis doing a better job”’

“We're in this together. We can't function
without the hospitals and physicians,
and vice-versa, they can’t operate without
us. And it’s true, times are tough right
now. But recently I was elected to the
Board of Directors of the Southern Cali-
fornia Hospital Association. So theres
an exchange going on of thoughts and
ideas. And that’s encouraging. It can
only make things better. After all, our
goal is to make it as easy as possible for
hospitals. To always be there when they
need us. And I think we're heading in
the right direction”

vl Blue Cross
. of California



In mild-to-moderate hypertension’

CAPOTEN (captopril
|THERE'S SAFETY

* 8 years in clinical use

CAPOTEN has an established record of practical clinical
usage, spanning nearly a decade.

* 16 million prescriptions

Since its successful introduction in the U.S., CAPOTEN
has earned the prescribing confidence of physicians.'

* 5 million patients

CAPOTEN has provided well-tolerated therapy for over
5 million patients worldwide.

TCAPOTEN may be used as initial therapy only for patients
with normal renal function in whom the risk of neutropenia/
agranulocytosis is relatively low (1 out of over 8,600 in
clinical trials). Use special precautions in patients with im-
paired renal function, collagen vascular disorders, or those
exposed to other drugs known to affect the white cells or
immune response. Evaluation of hypertensives should always
include assessment of renal function. See INDICATIONS
AND USAGE, WARNINGS, and ADVERSE REACTIONS in
the brief summary on the adjacent page.
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* 3,000 clinical papers
More than 3,000 informative articles have been published about CAPOTEN.

Convenient, well-tolerated therapy
that promotes patient compliance

Comparison of Adverse Effects for CAPOTEN (< 100 mg) versus Placebo
in Hypertensive Patients with Normal Renal Function (N = 1,622)¥

¥None of the differences between captopril

ADVERSE CAPOTEN (N=1,174) | Placebo (N=448)| ,nq placebo was statistically significant.

EFFECT (% affected) (% affected) For the most part, adverse effects were mild
and transient and usually did not require

Headache v 5.2 6.9 discontinuation of therapy. Only 5.5% of

Rash 3.7 25 the patients in this data discontinued

Dizziness 35 20 because of an adverse effect. Data include

Nausea 32 20 adverse effects for CAPOTEN with an

Fatigue 3'1 2' 0 incidence greater than 1%.

Taste alteration 1.5 11

Gastrointestinal 1.4 0.7

Diarrhea 11 1.1

%,/
oy B < B
o 1y

ACE’INHIBITOR

APOTEN

captopril tablets |

FIRST-LINE THERAPY THAT PUTS QUALITY OF LIFE FIRST

*Angiotensin Converting Enzyme



CAPOTEN® TABLETS
Captopril Tablets

INDICATIONS: Hypertension — CAPOTEN (captopril) is indicated for the treat-
ment of hypertension. Consideration should be given to the risk of neutropenia/
agranulocytosis (see WARNINGS). CAPOTEN may be used as initial therapy for
patients with normal renal function, in whom the risk is relatively low. In patients
with impaired renal function, particularly those with collagen vascular disease,
captopril should be reserved for those who have e:ther developed umccepnble side

effects on other drugs, or have failed to respond f: ily to drug

CAPOTEN is eﬂccnve alone and in ion with other antihyp ive agents,
pecially thiazide-type d

Heart Failure: CAPOTEN (captopril) is indicated in patlems with heart failure who

have not responded adequately to or cannot be lled by ¢ ional diuretic

and digitalis therapy. CAPOTEN is to be used with diuretics and digitalis.

WARNINGS: Neutropenia/Agranulocytosis — Neutropenia (<1000/mm3) with
myeloid hypoplasia has lted from use of captopril. About half of the neutropenic
patients developed systemic or oral cavity infections or other features of the syndrome
of agranulocytosis. The risk of neutropenia is dependent on the clinical status of
the patient:

In clinical trials in patients with hypertension who have normal renal function
(serum creatinine <1.6 mg/dL and no collagen vascular disease), neutropenia has
been seen in one patient out of over 8,600 exposed. In patients with some degree of
renal failure (serum creatinine at least 1.6 mg/dL) but no collagen vascular disease,
the risk in clinical trials was about 1 per 500. Doses were relatively high in these
panents, pamcularly in view of their diminished renal function. In patients with

(e.g., i lupus eryth sclerodermn) and
impaired renal function, neutropenia occurred in 3.7% of patients in clinical trials.
While none of the over 750 patients in formal clinical trials of heart failure
developed neutropenia, it has occurred during subsequent clinical experience. Of
reported cases, about half had serum creatinine > 1.6 mg/dL and more than 75%
received procainamide. In heart failure, it appears that the same risk factors for
neutropenia are present.

Neutropenia has appeared usually within 3 months after starting therapy, associated
wrth myelold hypoplasu and frequently accompamed by erythroid hypoplasia and
f yocytes (e.g., hypopl bone marrow and pancyto-
penia); ia and th b P were sometimes seen. Neutrophils generally
returned to normal in about 2 weeks after captopnl was discontinued, and serious
were | dto Iy About 13% of the cases of
neutropenia have ended fatally, but almost all fatalities were in patients with serious
illness, having collagen vascular disease, renal failure, heart failure or immunosup-
pressant therapy, ora bination of these licating factors.

Evaluation of the hypertensive or heart failure patient should always
include assessment of renal function. If captopril is used in patients with
impaired renal function, white blood cell and differential counts should be evaluated
prior to starting treatment and at approximately 2-week intervals for about 3 months,
then periodically. In patients with collagen vascular disease or who are exposed to
other drugs known to affect the white cells or immune response, particularly when
there is impaired renal function, captopril should be used only after an assessment of
benefit and risk, and then with caution. All patients treated with captopnl should be
told to report any signs of infection (e 8., sore throa(, fever); if infection is suspected,
perform counts without delay. Since d of captopril and other drugs has
generally led to prompt return of the white count to normal, upon confirmation of
neutropenia (neutrophil count <1000/mm?3) withdraw csptopril and closely follow
the patient’s course.

Proteinuria — Total urinary proteins >1 g/day were seen in about 0.7% of patients
on captopril. About 90% of affected patients had evidence of prior renal disease or
received high doses (>150 mg/day), or both. The nephrotlc syndrome occurred in
about one-fifth of proteinuric patients. In most cases, p 1
within 6 months whether or not cap(opnl was continued. The BUN and creatinine
were seldom altered in pr ic . Since most cases of proteinuria occurred
by the 8th month of therapy, patients thh prior renal disease or those receiving
captopril at doses >150 mg/day should have urinary protein estimates (dip-stick on
Ist morning urine) before therapy, and periodically thereafter.

-.,r —Excessive h hyp was rarely seen in hypertensive patients but
is a possibility in 1 1l d such as those treated vigorously
with diuretics (see PRECAUTIONS [Drug lnteractlons])

In heart failure, where blood pressure was either normal or low, transient decreases
in mean blood pressure >20% were recorded in about half of the patients. This transient
hypotension may occur after any of the first severaldoses and is usually well tolerated,
although rarely it has been associated with arrhythmia or conduction defects. A
starting dose of 6.25 or 12.5 mg tid may minimize the hypotensive effect. Patients
should be followed closely for the first 2 weeks of treatment and whenever the dose of
captopril and/or diuretic is increased.

BECAUSE OF THE POTENTIAL FALL IN BLOOD PRESSURE IN
THESE PATIENTS, THERAPY SHOULD BE STARTED UNDER VERY
CLOSE MEDICAL SUI’ERVISION

PRECAUTIONS. General: Impaired Renal Function, Hypertension —Some
hypertenslve with renal di particularly lhose with severe renal artery
stenosis, have developed increases in BUN and serum ine. It may be

to reduce captopnl dosage and/or dlscommue diuretic. For some of these patients,
nor of blood p and of adi renal perfusion may
not be possible. Heart Failure — About 20% of patients develop stable elevations of
BUN and serum creatinine >20% above normal or baseline upon long-term treat-
ment. Less than 5% of panents, generally wnth severe preexlstmg renal disease,
g creatinine. See DOSAGE
AND ADMIN[STRATION ADVERSE REACTLONS [Altered Laboratory Find-
ings]. Valvular Stenosis— A lheoretlcal concern, for risk of decreased coronary perfu-
sion, has been noted regarding vasodilator treatment in patients with aortic stenosis
due to decreased afterload reduction.

Surgery/Anesthesia — If hy ion occurs during malor surgery or anesthesia, and is
considered due to the effects of captopril, it is corrs by
References:

Drug Interactions: Hypotension: Patients on Diuretic Therapy — Precipitous reduc-
tion of blood pressure may occasnonally occur vmhm the lst hour after administration
of the initial captopril dose in p ond Ily those recently placed on
diuretics, and those on severe dletsry salt restriction or dlalysns This possibility can
be minimized by either discontinuing the diuretic or increasing the salt intake about
1 week prior to initiation of captopril therapy or by initiating therapy with small
doses (6.25 or 12.5 mg). Alternatively, provide medical supervision for at least 1 hour
after the initial dose.

Agents Having Vasodilator Activity —In heart failure patients, vasodilators should
be administered with caution.

Agents Causing Renin Release — Captopril’s effect will be augmented by antihypertensive
agents that cause renin release.

Agents Affzumg Sympatheuc Acnmty-—The sympatheuc nervous system may be
especially important in supporting blood pressure in patients receiving captopril
alone or with diuretics. Beta-adrenergic blocking drugs add some further antihypertensive
effect to captopril, but the overall response is less than additive. Therefore, use agents
affecting sympathetic activity (e.g., ganglionic blocking agents or adrenergic neuron
blocking agents) with caution.

Agemx Increasing Serum P ium — Give p i paring diuretics or potassium

only for d d hypokalemia, and then with caution, since they

may leadtoa sngmﬁcant increase of serum p i Usep i ing salt
substitutes with caution.

Inhibitors of End Prostaglandin Synthesis —Ind hacin and other ‘01

anu-mﬂammatory agents may reduce the antihypertensive effect of captopril, espe-
cially in low renin hypertension.

Drug/Laboratory Test Interaction: Captopril may cause a false-positive urine
test for acetone.

Car and lmpmrment of Fertility: Two-year studies
with doses of 50 to 1350 mg/kg/day in mice and rats failed to show any evidence of
carcinogenic potential. Studies in rats have revealed no impairment of fertility.

Pregnancy: Category C — There are no ad and well- lled studies in
pregnant women. Embryocidal effects and craniofacial malformations were observed
in rabbits. Therefore, captopril should be used during pregnancy, or for patients
likely to become pregnant, only if the potential benefit outweighs the potential risk to
the fetus. Captopril crosses the human placenta.

Nursing Mothers: Captopril is secreted in human milk. Exercise caution when ad-
ministering captopril to a nursing woman, and, in general, nursing should be interrupted.

Pediatric Use: Safety and effectiveness in children have not been established
although there is limited experience with use of captopril in children from 2 months
to 15 years of age. Dosage, on a weight basis, was comparable to that used in adults.
Captopril should be used in children only if other measures for controlling blood
pressure have not been effective.

ADVERSE REACTIONS: Reported incidences are based on clinical trials involv-
ing approximately 7000 patients.

Renal — About 1 of 100 pati developed pr ia (see WARNINGS). Renal in-
sufficiency, renal failure, polyuna oliguria,and urinary frequency in 1to 2 of 1000 patients.

H logic— N ytosis have occurred (see WARNINGS). Ane-
mia, thrombocylopema, and pancytopenia have been reported.

Dermatologic — Rash (usually maculopapular, rarely urticarial), often with pruritus
and sometimes with fever and eosinophilia, in about 4 to 7 of 100 patients (depending
on renal status and dose), usually during the Ist 4 weeks of therapy. Pruritus, without
rash, in about 2 of 100 patients. A reversible associated pemphigoid-like lesion, and
photosensitivity have also been reported. Angioedema of the face, mucous mem-
branes of the mouth, or of the extremities in about 1 of 1000 patients — reversible on
discontinuance of captopril therapy. One case of laryngeal edema reported. Flushing
or pallor in 2 to 5 of 1000 patients.

Cardiovascular — Hypotension may occur, see WARNINGS and PRECAUTIONS
(Drug Interactions) for discussion of hypotension on initiation of captopril therapy.
Tachycardia, chest pain, and palpitations each in about 1 of 100 patients. Angina
pectoris, myocardial infarction, Raynaud’s syndrome, and congestive heart failure
each in 2 to 3 of 1000 patients.

Dysgeusia— About 2 to 4 (depending on renal status and dose) of 100 patients
developed a diminution or loss of taste perception; taste impairment is reversible and
usually self-limited even with continued drug use (2 to 3 months). Gastric irritation,
abdominal pain, nausea, vomiting, diarrhea, anorexna, constipation, aphthous ulcers,
peptic ulcer, dizzi headache, mal ia, dry mouth, dyspnea,
cough, alopecia, and paresthesias reported in about 0.5 to 2% of patients but did not
appear at increased frequency compared to placebo or other treatments used in
controlled trials.

Altered Laboratory Findnngs. Elevations of liver enzymes in a few patients
although no causal relati has been established. Rarely ¢ ic dice and
hepatocellular injury with or ‘without secondary cholestasls, have been reported. A
transient elevation of BUN and serum creatinine may occur, especially in volume-
depleted or renovascular hypertensive patients. In instances of rapid reduction of
longstanding or severely elevated blood pressure, the glomerular filtration rate may
decrease translently, also resultmg in transient rises in serum creatinine and BUN.

Small in serum p concentration frequently occur, especially in
patients with renal i xmpalrment (see PRECAUTIONS).
OVERDOSAGE: Primary concern is correction of hyp ion. Vol

with an LV. infusion of normal saline is the treatment of choice for restoration of
blood pressure. Captopril may be removed from the general circulation by hemodialysis.
DOSAGE AND ADMINISTRATION: CAPOTEN (captopril) should be taken
one hour before meals. In hypertension, CAPOTEN may be dosed bid or tid. Dosage
must be individualized; see DOSAGE AND ADMINISTRATION section of pack-
age insert for detailed information regarding dosage in hypertension and in heart
failure. Because CAPOTEN (captopril) is excreted primarily by the kidneys, dosage
adjustments are recommended for patients with impaired renal function.

Consult package insert before prescribing CAPOTEN (captopril).

HOW SUPPLIED: Available in tablets of 12.5, 25, 50, and 100 mg in bottles of 100
(25 mgalso available in bottles of 1000), and in UNIMATICY single dose packs of 100
tablets. (J3-658D)

1. PDS Alpha, National Prescription Report, Pharmaceutical Data Services, Subsidiary of McKesson Corporation.

2. Data on file, Squibb Institute for Medical Research.
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ﬁE The New Roche Product Books

MEDICATION
EDUCATION

® Offer a supplement to, not a substitute for, patient contact
® Support your specific instructions to the patient

® Provide a permanent general reinforcement of your oral counseling

An ongoing Roche commitment to patient education

Roche has always believed that knowledge is each individual’s key to good
health and has long been committed to providing health care information to
both professionals and the public. However, we have also always believed that
the health care professional is and should be the prime source of medication in-
formation to patients. The Roche Medication Education (ME) program, begun
in 1978, is one example of this commitment.

In the past seven years, over 50 million “WHAT IF”’ and “HOW TO” booklets
have been provided by Roche for distribution to patients by physicians and
other health care professionals.

Because you are the prime source of medication information for your patients,
we invite you to look over the booklets listed below and request a complimen-
tary supply of those applicable to your practice.

Complete the coupon and mail it to Professional Services Department, Roche
Laboratories, Division of Hoffmann-La Roche Inc., Nutley, New Jersey 07110.
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Medicines that matter
from people who care CITY STATE ZIP




Before prescribing, see complete prescribing information in SK&F CO.
literature or PDR. The following is a brief summary.

WARNING

This drug is not indicated for initial therapy of edema or hyperten-
sion. Edema or hypertension requires therapy titrated to the individual.
If this combination represents the dosage so determined, its use
may be more convenient in patient management. Treatment of hyper-
tension and edema is not static, but must be reevaluated as con-
ditions in each patient warrant.

Contraindications: Concomitant use with other potassium-sparing agents
such as spironolactone or amiloride. Further use in anuria, progressive
renal or hepatic dysfunction, hyperkalemia. Pre-existing elevated serum
potassium. Hypersensitivity to either component or other sulfonamide-
derived drugs.

Warnings: Do not use potassium supplements, dietary or otherwise,
unless dvpokalemia develops or dietary intake of potassium is markedly
impaired. If supplementary potassium is needed, potassium tablets
should not be used. Hyperkalemia can occur, and has been associated
with cardiac irregularities. It is more likely in the severely ill, with urine
volume less than one liter/day, the elderly and diabetics with suspected
or confirmed renal insufficiency. Periodically, serum K* levels should be
determined. If hyperkalemia develops, substitute a thiazide alone, restrict
K* intake. Associated widened QRS complex or arrhythmia requires
prompt additional therapy. Thiazides cross the placental barrier and
appear in cord blood. Use in pregnancy requires weighing anticipated
benefits against possible hazards, including fetal or neonatal jaundice,
thrombocytopenia, other adverse reactions seen in adults. Thiazides
appear and triamterene may appear in breast milk. If their use is essential,
the patient should stop nursing. Adequate information on use in children
is not available. Sensitivity reactions may occur in patients with or with-
out a history of allergy or bronchial asthma. Possible exacerbation or
activation of systemic lupus erythematosus has been reported with
thiazide diuretics.

Precautions: The bioavailability of the hydrochlorothiazide component of
‘Dyazide’ is about 50% of the bioavailability of the single entity.
Tneoreticall¥, a patient transferred from the single entities of triamterene
and hydrochlorothiazide may show an increase in blood pressure or fluid
retention. Similarly, it is also possible that the lesser hydrochlorothiazide
bioavailability could lead to increased serum potassium levels. However,
extensive clinical experience with ‘Dyazide’ suggests that these conditions
have not been commonly observed in clinical practice. Angiotensin-
converting enzyme (ACE) inhibitors can elevate serum potassium; use
with caution with ‘Dyazide’. Do periodic serum electrolyte determinations
(particularly important in patients vomiting excessively or receiving
parenteral fluids, and during concurrent use with amphotericin B or
corticosteroids or corticotropin [ACTH]). Periodic BUN and serum
creatinine determinations should be made, especially in the elderly,
diabetics or those with suspected or confirmed renal insufficiency.
Cumulative effects of the drug may develop in patients with impaired renal
function. Thiazides should be used with caution in patients with impaired
hepatic function. They can precipitate coma in patients with severe liver
disease. Observe regularly for possible blood dyscrasias, liver damage,
other idiosyncratic reactions. Blood dyscrasias have been reported in
patients receiving triamterene, and leukopenia, thrombocytopenia,
agranulocytosis, and aplastic and hemolytic anemia have been reported
with thiazides. Thiazides may cause manifestation of latent diabetes
mellitus. The effects of oral anticoagulants may be decreased when
used concurrently with hydrochlorothiazide; dosage adjustments may be
necessary. Clinically insignificant reductions in arterial responsiveness
to norepinephrine have been reported. Thiazides have also been shown to
increase the paralyzing effect of nondepolarizing muscle relaxants such
as tubocurarine. Triamterene is a weak folic acid antagonist. Do periodic
blood studies in cirrhotics with splenomegaly. Antihypertensive effects
may be enhanced in post-sympathectomy patients. Use cautiously in
surgical patients. Triamterene has been found in renal stones in associa-
tion with the other usual calculus components. Therefore, ‘Dyazide’
should be used with caution in patients with histories of stone formation.
A few occurrences of acute renal failure have been reported in patients
on ‘Dyazide’ when treated with indomethacin. Therefore, caution is
advised in administering nonsteroidal anu»mﬂammatorr\J agents with
‘Dyazide’. The following may occur: transient elevated BUN or creatinine
or both, fypefglycemia and g[l]ycosuria (diabetic insulin requirements may
be altered), hyperuricemia and %om' digitalis intoxication (in hypokalemia),
decreasing alkali reserve with possible metabolic acidosis. ‘Dyazide
interferes with fluorescent measurement of quinidine. Hypokalemia is
uncommon with ‘Dyazide’, but should it develop, corrective measures
should be taken such as potassium supplementation or increased dietary
intake of potassium-rich foods. Corrective measures should be instituted
cautiously and serum potassium levels determined. Discontinue correc-
tive measures and 'Dyazide’ should laboratory values reveal elevated
serum potassium. Chloride deficit may occur as well as dilutional
hyponatremla. Concurrent use with chlorpropamide may increase the risk
of 'severe hyponatremia. Serum PBI levels may decrease without signs
of thyroid disturbance. Calcium excretion is decreased by thiazides.
‘Dyazide’” should be withdrawn before conducting tests for parathyroid
function. Thiazides may add to or potentiate the action of other anti-
hypertensive drugs. Diuretics reduce renal clearance of lithium and
increase the risk of lithium toxicity.

Adverse Reactions: Muscle cramps, weakness, dizziness, headache,
dry mouth; anaphylaxis, rash, urticaria, photosensitivity, purpura, other
dermatological conditions; nausea and vomiting, diarrhea, constipation,
other gastrointestinal disturbances; postural hypotension (may be
aggravated by alcohol, barbiturates, or narcotics). Necrotizing vasculitis,

aresthesias, icterus, pancreatitis, xanthopsia and respiratory distress
including pneumonitis and pulmonary edema, transient blurred vision,
sialadenitis, and vertigo have occurred with thiazides alone. Triamterene
has been found in renal stones in association with other usual calculus
components. Rare incidents of acute interstitial nephritis have been
reported. Impotence has been reported in a few patients on ‘Dyazide’,
although a causal relationship has not been established.

Supplied: ‘Dyazide’ is sul])plied as a red and white capsule, in bottles of
1000 capsules; Single Unit Packa!i(es (unit-dose) of 100 (intended for
institutional use only); in Patient-Pak™ unit-of-use bottles of 100.

BRS-DZ:L42

The unique
a product of red and white

SK&F CO.

Carolina, PR. 00630 SK&F quality.

©SK&F Co.. 1985 .,

In Hypertensives
Over 50,
Diuretics Are
Preterred

The 1984 Report of the Joint National Committee on
Detection. Evaluation. and Treatment of High Blood Pressure
recommends diuretics as the favored monotherapy in patients
over 50 years of age. regardiess of sex or race.

Beta Blockers Aren’t for Everyone...

For Hypertensive Patients*Over 50

P R E S CR I B E
®

25 mg Hydrochlorothiazide/80 mg Triamterene/SKF

Used with Confidence for over 20 Years

Serum K~ and BUN should be checked periodically (see Warnings and Precautions).




FOR HYPERTENSIVE PATIENTS
INTOLERANT
OF BETA-BLOCKER THERAPY

CONSIDER
VASOTEC

(ENALAPRIL MALEATE | MSD)

For a Brief Summary of Prescribing Information,
please see last page of this advertisement.




FOR APPROPRIATE PATIENTS WITH MILD TO MODERATE HYPERTENSION

IT MAY CHANGE THE WAY
YOUR PATIENTS FEEL ON

VASOTEC™ (Enalapril Maleate, MSD) is contraindicated
in patients who are hypersensitive to this product.




ANTIHYPERTENSIVE THERAPY

Certain subjective symptoms such as malaise and drowsiness,
which may interfere with physical or mental activity, have not
been characteristic of VASOTEC. This may be related to the
specificity of action of VASOTEC on the renin-angiotensin-
aldosterone system.

In worldwide controlled clinical trials, VASOTEC was generally
well tolerated. The overall percentage of patients reporting
adverse effects was comparable to placebo.

For the most part, adverse effects in clinical trials were mild
and transient and usually did not require discontinuation
of therapy.

Angioedema has been reported in patients treated with angiotensin-converting-
enzyme inhibitors, including VASOTEC (0.2% of patients treated with VASOTEC).
Angioedema associated with laryngeal edema and/or shock may be fatal.

If laryngeal stridor or angioedema of the face, tongue, or glottis occurs,
treatment with VASOTEC should be discontinued and appropriate therapy
instituted immediately (see ADVERSE REACTIONS).

Hypersensitivity to catecholamines has been observed in patients withdrawn
from beta-blocker therapy; exacerbation of angina and, in some cases,
myocardial infarction have occurred after abrupt discontinuation of such therapy.
Therefore, discontinue therapy with a beta blocker only in accordance with the
recommendations in the prescribing information for that product. Begin therapy
with VASOTEC on the day following the last day of therapy with the beta blocker.

FOR MANY HYPERTENSIVE PATIENTS
ONCE-A-DAY

VASOTEC

(ENALAPRIL MALEATE | MSD)

Copyright © 1986 by Merck & Co., INc.

For a Brief Summary of Prescribing Information, please see next page
of this advertisement.




FOR MANY HYPERTENSIVE PATIENTS
ONCE-A-DAY

VASOTE
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Contraindications: VASOTEC® (Enalapril Maleate, MSD) is contraindicated in patients
who are hypersensitive to this product.

Warnings: Angioedema: Angioedema has been reported in patients treated with angioten-
sin-converting-enzyme inhibitors, including VASOTEC. Angioedema associated with la-
ryngeal edema and/or shock may be fatal. larynroal dor or angioedema of the
face, tongue, or glottis occurs, treatment with VASOTEC should be discontin-
ued and appropriate therapy instituted immediately. (See ADVERSE REACTIONS.)

Hypotension: Excessive hypotension was rarely seen in uncomplicated hypertensive
patients but is a possible consequence of enalapril use in severely salt/volume-depleted
persons such as those treated vigorouslpwith diuretics or patients on dialysis. (See PRE-
CAUTIONS, Drug Interactions and ADVERSE REACTIONS.) In patients with severe conges-
tive heart failure, with or without associated renal insufficiency, excessive hypotension has
been observed and may be associated with oliguria and/or progressive azotemia, and rarely.
with acute renal failure and/or death. Because of the potential fall in blood pressure in these
patients, therapy should be started under very close medical supervision. Such patients
should be followed closely for the first two weeks of treatment and whenever the dose of
enalapril and/or diuretic is increased.

If hypotension occurs, the patient should be placed in supine position and, if necessary,
receive an intravenous infusion of normal saline. A transient hypotensive response is not a
contraindication to further doses, which usually can be given without difficulty once the
blood pressure has increased after volume expansion.

NeutropenialAgranulocytosis: Another angiotensin-converting-enzyme inhibitor has been
shown to cause agranulocytosis and bone marrow depression, rarely in uncomplicated
patients but more frequently in patients with renal impairment, especially if they also have a
collagen vascular disease. Available data from clinical trials of enalapril are insufficient to
show that enalapril does not cause agranulocytosis at similar rates. Foreign marketing
experience has revealed several cases of neutropenia or agranulocytosis in which a causal
relationship to enalapril cannot be excluded. Periodic monitoring of white blood cell counts
in patients with collagen vascular disease and renal disease should be considered.

Precautions: General: Impaired Renal Function: In clinical studies in hypertensive
patients with unilateral or bilateral renal artery stenosis, increases in blood urea nitrogen
and serum creatinine were observed in 20% of patients. These increases were almost
always reversible upon discontinuation of enalapril and/or diuretic therapy. In such patients
renal function should be monitored during the first few weeks of therapy.

Some hypertensive patients with no apparent preexisting renal vascular disease have devel-
oped increases in blood urea and serum creatinine, usually minor and transient, especially
when VASQTEC has been given concomitantly with a diuretic. This is more likely to occur in
patients with preexisting renal impairment. Dosage reduction of VASOTEC and/or discon-
tinuation of the diuretic may be required.

Hyperkalemia: Elevated serum potassium (greater than 5.7 mEg/L) was observed in
approximately 1% of hypertensive patients in clinical trials. In most cases these were iso-
lated values which resolved despite continued therapy. Hyperkalemia was a cause of dis-
continuation of therapy in 0.28% of hypertensive patients. Risk factors for the development
of hyperkalemia may include renal insufficiency, diabetes mellitus, and the concomitant use
of agents to treat hypokalemia. (See Drug Interactions.)

SurgeryiAnesthesia: In patients undergoing major surgery or during anesthesia with agents
that produce hypotension, enalapril may block angiotensin Il formation secondary to com-
pensatory renin release. If hypotension occurs and is considered to be due to this mecha-
nism, it can be corrected by volume expansion.

Information for Patients:

Angioedema: Angioedema, including laryngeal edema, may occur especially following
the first dose of enalapril. Patients should be so advised and told to report immediately
any signs or symptoms suggesting angioedema (swelling of face, eyes, lips, tongue, diffi-
cglty‘iq breathing) and to take no more drug until they have consulted with the prescribing
physician.

Hypotension: Patients should be cautioned to report lightheadedness especially during the
first few days of therapy. If actual syncope occurs, the patients should be told to discontinue
the drug until they have consulted with the prescribing physician.

All patients should be cautioned that excessive perspiration and dehydration may lead to an
excessive fall in blood pressure because of reduction in fluid volume. Other causes of
volume depletion such as vomiting or diarrhea may also lead to a fall in blood pressure;
patients should be advised to consult with the physician.

Neutropenia: Patients should be told to report promptly any indication of infection (e.g.,
sore thraat, fever) which may be a sign of neutropenia.

NOTE: As with many other drugs, certain advice to patients being treated with enalapril is
warranted. This information is intended to aid in the safe and effective use of this medica-
tion. Itis not a disclosure of all possible adverse or intended effects.

Drug Interactions:

Hypotension: Patients on Diuretic Therapy: Patients on diuretics and especially those in
whom diuretic therapy was recently instituted may occasionally experience an excessive
reduction of blood pressure after initiation of therapy with enalapril. The possibility of
hypotensive effects with enalapril can be minimized by either discontinuing the diuretic or
increasing the salt intake prior to initiation of treatment with enalapril. (See WARNINGS .)

Agents Causing Renin Release: The antihypertensive effect of VASQTEC® (Enalapril
aleate, MSD) is augmented by antihypertensive agents that cause renin release (€.g.,
diuretics).
Other Cardiovascular Agents: VASOTEC has been used concomitantly with beta adrener-
gic-blocking agents, methyldopa, nitrates, calcium-blocking agents, hydralazine, and pra-
zosin without evidence of clinically significant adverse interactions.
Agents Increasing Serum Potassium: VASOTEC may attenuate potassium loss caused by
thiazide-type diuretics. Potassium-sparing diuretics (e.g., spironolactone, triamterene,
or amiloride), potassium supplements, or potassium containing salt substitutes may lead
to significant increases in serum potassium. Therefore, if concomitant use of these agents
is indicated, they should be used with caution and with frequent monitoring of serum
potassium.
Pregnancy—Category C: There was no fetotoxicity or teratogenicity in rats treated with up to
200 mg/kg/day of enalapril (333 times the maximum human dose). Fetotoxicity, expressed
as a decrease in average fetal weight, occurred in rats given 1200 mg/kg/day of enalapril,
but did not occur when these animals were supplemented with saline. Enalapril was not
teratogenic in rabbits. However, maternal and fetal toxicity occurred in some rabbits at
doses of 1 mg/kg/day or more. Saline supplementation prevented the maternal and fetal
toxicity seen at doses of 3 and 10 mg/kg/day, but not at 30 mg/kg/day (50 times the maxi-
mum human dose). :

There are no adequate and well-controlled studies in pregnant women. VASOTEC should be
used during pregnancy only if the potential benefit justifies the potential risk to the fetus.

Nursing Mothers: It is not known whether this drug is secreted in human milk. Because
many drugs are secreted in human milk, caution should be exercised when VASOTEC is
given to a nursing mother.

Pediatric Use: Safety and effectiveness in children have not been established.

Adverse Reactions: VASOTEC has been evaluated for safety in more than 10,000
patients, including over 1000 patients treated for one year or more. VASOTEC has been
found to be generally well tolerated in controlled clinical trials involving 2677 patients.

The most frequent clinical adverse experiences in controlled trials were: headache (4.8%),
dizziness (4.6%), and fatigue (2.8%). For the most part, adverse experiences were mild and
transient in nature. Discontinuation of therapy was required in 6.0% of patients. In clinical
trials, the overall frequency of adverse experiences was not related to total daily dosatge
within the range of 10 to 40 mg. The overall percentage of patients treated with VASOTEC
reporting adverse experiences was comparable to placebo.

Other adverse experiences occurring in greater than 1% of patients ireated with VASOTEC in
controlled clinical trials were: diarrhea (1.6%), rash (1.5%), hypotension (1.4%), cough
(1.3%), nausea (1.3%), and orthostatic effects (1.3%).

pli?i%aeldadverse experiences occurring in 0'5% to 1.0% of patients in the controlled trials
included:

Cardiovascular: Syncope, orthostatic hypotension, palpitations, chest pain.
Nervous System: Insomnia, nervousness, paresthesia, somnolence.
Gastrointestinal System: Abdominal pain, vomiting, dyspepsia.

Other: Dyspnea, muscle cramps, hyperhydrosis, impotence, pruritus, asthenia.

Angioedema: Angioedema has been reported in patients receiving VASOTEC (0.2%).
Angioedema associated with laryngeal edema and/or shock may be fatal. If angioedema of
the face, tongue, or glottis occurs, treatment with VASOTEC should be discontinued and
appropriate therapy instituted immediately. (See WARNINGS.)

Hypotension: Combining the results of clinical trials in patients with hypertension or con-
gestive heart failure, hypotension (including postural hypotension and other orthostatic
effects) was reported in 2.3% of patients following the initial dose of enalapril or during
extended therapy. In the hypertensive patients, hypotension occurred in 0.9% and syncope
occurred in 0.5% of patients. Hypotension or syncope was a cause for discontinuation of
therapy in 0.1% of hypertensive patients. (See WARNINGS.)
Clinical Laboratory Test Findings:
Hyperkalemia: (See PRECAUTIONS.)
Creatinine, Blood Urea Nitrogen: Minor increases in blood urea nitrogen and serum creat-
inine, reversible upon discontinuation of therapy, were observed in about 0.2% of patients
with essential hypertension treated with VASOTEC alone. Increases are more likely to occur
in patients receiving concomitant diuretics or in patients with renal artery stenosis. (See
PRECAUTIONS.)
Hemoglobin and Hematocrit: Small decreases in hemoglobin and hematocrit (mean
decreases of approximately 0.3 g% and 1.0 vol%, respectively) occur frequently in hyper-
tensive patients treated with VASOTEC but are rarely of clinical importance unless another
gausle of anemia coexists. In clinical trials, less than 0.1% of patients discontinued therapy
ue to anemia.

Other (Causal Relationship Unknown): Rarely, elevations of liver enzymes and/or serum

bilirubin have occurred.
In overseas marketing experience, rare cases of neutropenia, thrombocyto-

penia, and bone marrow depression have been reported. _M_ﬂ
For more detailed information, consult your MSD representative o see Pre- N\ ER&K
scribing Information. Merck Sharp & Dohme, Division of Merck & Co., INc., SHA FE
West Point, PA 19486. J6VS11(003) OHM




When considering
professional liability protection,
choose the
Mutual Protection Trust

Specialty

CAP/MPT
1986 Estimated Cost*

Alle

Cardiology with invasive vascular procedures

*These rates include dues and assessments for a CAP/MPT member with 50 or more months of member-

ship or retroactive coverage (matured rate). CAP/MPT offers coverage limits of $4 million per occurrence

with an aggregate of $3 million per year.

CAP/MPT offers:

o EXPERIENCE: The oldest California Trust
providing professional liability protection

e QUALITY: Stringent screening process —
each member has a voice in the selection
of new members

¢ SAVINGS: Compare our cost with other
experienced providers of malpractice
protection

¢ REINSURANCE: Limits assessment exposure

e LOSS PREVENTION PROGRAMS: Education
reduces malpractice risk

e RETROACTIVE COVERAGE: For qualified
members

In addition to dues and assessments, CAP/MPT
members pay a one-time initial trust contribution
based on risk classification. This can be paid in
installments and is refundable under the terms of
the MPT Agreement.

NOVEMBER 1986 + 145 + 5

MUTUAL PROTECTION TRUST

Cooperative of American Physicians, Inc.
PO. Box 76998
Los Angeles, CA 90076-0998

(800) 2527706

Call to find out what your cost would be with MPT
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WYOMING MEDICAL SOCIETY

JANUARY 30-31, 1987 « HOLIDAY INN « CODY, WYOMING

1987 WINTER SEMINAR

FRIDAY, JANUARY 30, 1987

8:45- 9:00 aAM LEE K. HERMANN, MD
Introduction

9:00- 9:45 AM VERN LAING, MD
Overview of Clinical Immunology

9:45-10:30 aAM HENRY N. CLAMAN, MD

Humoral (B-cell) Immunity;
Physiology and Pathology

10:30-10:45 aM (Coffee Break)

10:45-11:30 aMm HENRY N. CLAMAN, MD

Cellular (T cell) Immunity;
Physiology and Pathology

11:30-11:45 aM Question and Answer Period
11:45- 2:00 pM (Lunch)

2:00 pM LEE K. HERMANN, MD
(Reconvene)

2:00- 2:45 pm PETER F. KOHLER, MD

Laboratory Evaluation of Patients
with Immune Disorders

2:45- 3:30 pM VERN O. LAING, MD

Allergy (Atopy) with Emphasis on
Total and Specific IgE Levels in
Wyoming and Oklahoma Patients

3:30- 3:45 pm (Coffee Break)

3:45- 4:30 M PETER F. KOHLER, MD
Auto-immunity; Current Concepts
and Diseases

4:30- 4:45 pm LEE K. HERMANN, MD
Question and Answer Period

SATURDAY, JANUARY 31, 1987

9:15 am LEE K. HERMANN, MD
(Reconvene)

9:15-10:00 aM DAVID L. COHEN, MD
AIDS I; Etiology, Epidemiology and
Public Health Aspects

10:00-10:45 am DAVID L. COHEN, MD

AIDS II; Clinical Manifestations and
Therapy

10:45-11:00 aM (Coffee Break)

11:00-11:30 aM VERN LAING, MD
MODERATOR

Roundtable Discussion, Entire
Faculty

11:45- 1:30 v PRESENTATION OF SCIENTIFIC
PAPERS BY WMS MEMBERS

Henry N. Claman, MD
Professor of Medicine

Chief, Division of Allergy
and Immunology

University of Colorado
Medical Center

FACULTY
David L. Cohen, MD

Assistant Professor of Medicine
Division of Infectious Diseases
University of Colorado

Medical Center

Coordinator, AIDS Activities

Peter F. Kohler, MD Vern O. Laing, MD
Professor of Medicine Allergist

Tulane University Tulsa, Oklahoma
Medical Center

New Orleans

Denver Denver Disease Control Center
Denver General Hospital
For Reservations and Information Contact:
WW@MHG WYOMING MEDICAL SOCIETY
P.O. Box 4009
i i Cheyenne, WY 82003-4009
Medical Society Phone (307) 635-2424
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Knoll Pharmaceuticals
A Unit of BASF K&F Corporation
Whippany, New Jersey 07981

BASF Group W|
AN OPEN LETTERTO CAL_IFORNIA PHYSICIANS

Vicodin is a Schedule Ill analgesic in California

Dear Doctor,

As a Schedule lll drug, prescriptions for Vicodin may be:

Bl Refilled 5 times within 6 months.
M Telephoned into local pharmacies.

B Written on regular prescription pads.
No triplicate pads are necessary.

We regret any inconvenience caused by the inadvertent
reclassification of Vicodin in California to a Schedule Il status during
July and August of this year. This has been rectified by the
California assembly.

Vicodin will continue to be sampled per your request. Thank you
for your support of Vicodin.

Please continue to specify “Dispense as written” for the
original hydrocodone analgesic.

Sincerely,

P P

John La Lota
Product Manager
Vicodin

Hydrocodone bitartrate 5 mg. (Warning: May be habit forming)
with acetaminophen 500 mg.

Greater patient acceptance
and Ionger lasting pain relief. Please see accompanying brief summary.

©1986, BASF K&F Corporation 5779/9-86 Printed in US.A.



W’@WS“‘W“”

on the California Medical Association’s
116th Annual Session
and Western Scientific Assembly
March 6-11,1987 - Disneyland Hotel, Anaheim

1 -

(L] Western Scientific Assembly offers more
than 40 scientific and educational programs T
Highlights: P

— Programs on current issues such as nuclear
radiation, AIDS, skin cancer, Osteoporosis, »
cocaine abuse, pain management and others e 3

- “Hands-on” workshops on basic and %
advanced cardiac life support, colorectal cancer Y e
screening and suturing techniques

— Keynote address by Professor Carl Djerassi

of Stanford University, the developer of the
birth control pill

(L] House of Delegates meets to set CMA policy
on critical political and socioeconomic issues
facing California physicians N,

(L] Hospital Medical Staff Section convenes its

second Annual Assembly and Medical Staff
Conference

(] Technical Exhibits by more than 125 exhibitors
feature state-of-the-art medical equipment and health care information

(] Special Events include a cruise with dinner in Newport Harbor, a visit to the J. Paul Getty
Museum in Malibu, an inside look at the movie industry,a trip to the LA garment district,and more

For complete program information and an advance registration form call Barbara Smart at
@ (415) 863-5522, ext. 404, or mail in the form below to:

=

California Medical Association
Attention: Barbara Smart ¥
PO. Box 7690

San Francisco, CA 94120-7690
Yes, please send me information on CMA's 1987 Annual Session.

Name
Address
City State Zip




Classified
dvertisements

"The rate for each insertion is $5 per line (average six words per line) with five line ($25)

minimum. Box number charge: $5 each month.

Classified display rates $50 per inch.

Copy for classified advertisements should be received not later than the 25th of the
second month preceding issue. All copy must be typed or printed. ¢ Classified
advertisers using Box Numbers forbid the disclosure of their identity; your inquiries in
writing will be forwarded to Box Number advertisers. The right is reserved to reject or
modify all classified advertising copy in conformity with the decisions of the Advertising

Committee.

Please Type or Print Advertising Copy

Classified Advertisements Are Payable in Advance

THE WESTERN JOURNAL OF MEDICINE
P.O. BOX 7602, SAN FRANCISCO, CA 94120-7602

PHYSICIANS WANTED

80-MEMBER MULTISPECIALTY GROUP seeking
two Board certified or eligible Family Practice phy-
sicians for openings in satellite offices in Ceres and
Patterson. Generous first year guarantee with in-
centives based on productivity. Excellent fringe
benefits including malpractice, retirement, health/
dental insurance. Located in Northern California
within 2 hours of San Francisco, Yosemite, Sierra
Mountains, Carmel. Send CV with references to: C.
R. Maino, MD, Gould Medical Foundation, 600
Coffee Road, Modesto, CA 95355.

ARIZONA BASED PHYSICIAN RECRUITMENT
firm has opportunities Coast to Coast. *‘Profes-
sionals working with Professionals.” Over 14 years
experience. Call (602) 795-7474; or send CV to:
Mitchell & Associates, Inc., 2761 N. Country Club
Rd., Ste. 202, Tucson, AZ 85716.

OBSTETRICS AND GYNECOLOGY—multispe-
cialty, family care oriented group has two excellent
practice opportunities for OB/GYN specialists. We
are located in a growing, dynamic Southwest city
and offer an excellent benefit and incentive salary
program. Send CV to D. R. Molesworth, Adminis-
trator, The Tucson Clinic, P.C., PO Box 26926,
Tucson, AZ 85726.

MD NEEDS—SOUTHERN CALIFORNIA ON-
LY—FPs, GP, IM, OB/GYN, OR and other subspe-
cialties needed for private groups and
associations. Baker, Ellerd and Associates, Inc.,

16200 Ventura Blvd., Ste. 426, Encino, CA 91436;
call (818)995-4311.

EMERGENCY MEDICINE Career opportunities for
primary care physicians are immediately available
with Spectrum throughout Arizona. Openings are
for emergency department medical directors and
full-time staff physicians at select client hospitals in
Arizona. You can choose the location and practice
situation that meets your needs. Guaranteed com-
petitive rate of compensation, full protection of oc-
currence malpractice insurance coverage, plus
Medical Directors receive paid life, health, disa-
bility and dental insurance which includes depen-
dents. For more details on these - excellent
opportunities in Arizona, contact Bill Salmo, Spec-
trum Emergency Care, 6275 Lehman Dr., Ste.
€202, Colorado Springs, CO 80918; 1 (800) 525-
3681; (303) 590-1755.

FAMILY PRACTICE—Multispecialty family care
oriented group needs additional Family Practice
Physicians. Excellent practice opportunity in a dy-
namic Southwest city; good benefits and salary
plan. Send CV to: D. R. Molesworth, Administrator,
The Tucson Clinic, P.C., PO Box 26926, Tucson,
AZ 85726.

PHYSICIANS WANTED

INTERNAL MEDICINE—Multispecialty group
needs additional Internists. A growing group in a
dynamic Southwest community; excellent prac-
tice; benefits; and investment opportunities. Send
CV to: D. R. Molesworth, Administrator, The
Tueson Clinic, P.C., PO Box 26926, Tucson, AZ
85726.

VANCOUVER/CAMAS, WASHINGTON. BC/BE
Family Practitioner to join a growing FP depart-
ment within a well established 30-physician multi-
specialty group. Satellite clinic is in a high growth
area with a multitude of outstanding recreational,
cultural and educational opportunities in nearby
Portland, Oregon, Mt. Hood, and the Columbia
Gorge. High quality practice with excellent vaca-
tion and benefits package. Salary first two years,
with potential for full partnership. Send CV to:
Roger R. Garretson, 700 N.E. 87th Ave., Van-
couver, WA 98664.

IMMEDIATE OPENING—Immediate Care Center.
Large, multispecialty clinic located in southeastern
Washington has an opening for a qualified physi-
cian to join a Board certified Emergency Physician
in staffing a walk in/immediate care center. Corpo-
rate paid retirement plan, excellent compensation
package, superior recreational and cultural oppor-
tunities in a family-oriented environment. Send
completé CV to James Mercer, MD, Walla Walla
Clinic, 55 W. Tietan, Walla Walla, WA 99362; or call
1-(509) 522-0550.

ALLERGIST/CLINICAL IMMUNOLOGIST (Pedi-
atric and Adult) BE/BC to join a well established
allergist working in an 80 plus physician multispe-
cialty group located in California’s Central Valley.
Within two hours of San Francisco, Yosemite,
Carmel and the Sierras. Generous guaranteed
base salary with incentive, early partnership. Reply
with CV and references to: C. R. Maino, MD, Gould
Medical Foundation, 600 Coffee Rd., Modesto, CA
95355.

OTOLARYNGOLOGIST. Position available with
35-member multispecialty group; BC/BE; imme-
diate opening; full range of benefits plus immediate
shareholder status; excellent opportunity; central
coast of California. Respond with CV to: Colin J.
Wells, MD, San Luis Medical Clinic, Ltd., 1235
Osos St., San Luis Obispo, CA 93401-3619. No
phone calls please.

CALIFORNIA. BC/BE Pediatrician and Internist to
join young group at the edge of the Sierras. Send
CV to Number 149, Western Journal of Medicine,
PO Box 7602, San Francisco, CA 94120-7602.
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PHYSICIANS WANTED

BUSY FEMALE GYN looking for quality associate.
Excellent opportunity in suburban Los Angeles for
BC/BE OB/GYN. Full- or part-time. Gynecology
only, but great potential for full Obstetrics practice
if desired. Position available immediately. Must be
sensitive, well-trained, personable, and hard-
working man or woman. Please reply to Number
152, Western Journal of Medicine, PO Box 7602,
San Francisco, CA 94120-7602.

INTERNIST BC/BE—Opening for General Inter-
nist in a 32-physician, multispecialty group located
in the Pacific Northwest. Guaranteed salary and
immediate full participation in incentive program,
plus outstanding benefit package. Please submit
your CV to the Search Committee, Walla Walla
Clinic, 55 W. Tietan, Walla Walla, WA 99362.

OREGON—Opportunity for a committed, ener-
getic physician to become a leader in the develop-
ment of a primary care group practice in Portland,
Oregon. Affiliated with a prominent medical center,
the practice will open multiple offices offering care
which reflects the traditional values of the profes-
sion in a competitive manner. Salaried position
with bonus, stock options, and excellent benefits.
Send CV to: Number 154, Western Journal of Med-
icine, PO Box 7602, San Francisco, CA 94120-
7602.

PEDIATRICIAN: The San Luis Medical Clinic, Ltd.
a 35-member multispecialty group practicing on
the California central coast has an immediate need
for a general Pediatrician. Full range of benefits
and all practice costs paid. Send CV to: Colin J.
Wells, MD, San Luis Medical Clinic Ltd., 1235 Osos
St., San Luis Obispo, CA 93401-3619. No tele-
phone calls please.

MINNEAPOLIS—Family Practice, Internal Medi-
cine, Cardiology, Child Psychiatry, Adult Psychi-
atry, Obstetrics/Gynecology, Ophthalmology. Join
established group in one of America’s leading met-
ropolitan areas. Group provides professional lia-
bility, four weeks vacation, two weeks conference
leave, disability, retirement, hospital dues and
more. Must be Board certified or Board eligible.
Direct inquiries to: Paul J. Brat, MD, Medical Di-
rector, Group Health, Inc., 2829 University Ave.
SE, Minneapolis, MN 55414.

ARIZONA—VA Medical Center, Prescott, Arizona,
Medical Service is recruiting for a full-time, Board
certified Geriatrician and/or General Internist. Po-
sition available now. Prescott is a 217 bed general
medical hospital with an active medical service,
ICU/CCU, Ambulatory Care, Rehabilitation Medi-
cine Service, Alcohol Dependency Treatment Pro--
gram, and intermediate bed care units. Prescott is
located in the mountains of North Central Arizona
with a population of 25,000. Salary range is
$70,000 to $80,000 depending on qualifications.
Send curriculum vitae to: F. C. Lepperd, Jr., MD,
Chief of Staff, VA Medical Center, Prescott, AZ
86313; or call (602) 445-4860, Ext. 301; Equal Op-
portunity Employer.

FIRCREST SCHOOL for the developmentally dis-
abled seeks Pediatrician/chronic care. Interdisci-
plinary team setting. University affiliation encour-
aged. Submit résumé to R. Doan, MD, Fircrest
School, 15230-15th NE, Seattle, WA 98155. Apply
Fircrest Personnel, (206) 364-0300, ext. 430, EOE.

SOUTHERN CALIFORNIA

Well-established and successful HMO is seeking Spe-
cialists and Primary Care physicians for our facilities in
Los Angeles and Orange Counties. Located in close
proximity to major hi , we offer the op-
portunlty for oontinued professlonal development and

and benems package, including profit sharlng. Please
sendCVto:
Director/Physician Recruitment
CIGNA Healthplans of California
700 N. Brand Blvd., Suite 500-49
Glendale, CA 91203

(Continued on Page 734)
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SCPIE.

An enviable record
of healthy growth and

In Perfect Health!

That’s the professional opin-
ion on SCPIE.

By every key test, SCPIE is
strong...

Bests, the highly-respected, in-
dependent, national insurance
rating bureau, has just given
SCPIE its first rating, “A”
(Excellent).

Assets: SCPIE has more assets
than any other physician-
owned company in California.
Reserves: SCPIE has reserves
to pay all outstanding and an-
ticipated claims.

Surplus: SCPIE maintains an
adequate surplus as a cushion
against unexpected losses.

Membership: SCPIE is strong
and growing, with more mem-
bers in Southern California
than any other company.

Management: SCPIE’s all-physi-

cian Board of Governors and
professional insurance staff
have proven that conservative
management pays off.
Underwriting: Physician
control helps keep losses
down.

County.
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=32 Sponsored by SOCAP: The medical associations and societies of
"»:.\ Kern County, Los Angeles County, Orange County, San Bernardino
% County, San Luis Obispo County, Santa Barbara County and Ventura

achievement.

Why is SCPIE the leader?

SCPIE has the lowest overhead
of any physician-owned com-
pany in Southern California.

For the sixth year, SCPIE is re-
paying the Capital Contribu-
tions which physicians put up
to start the company.

Returns of Capital Contribu-
tions are approved by the State
Department of Insurance—
further confirmation
of SCPIE’s strength.

SCPIE returns
premium and
investment in-
come not “
needed to pay
claims and ex-
penses. In 1985
SCPIE is returning
$7 million as Experience
Credits for policy years
1976-81. This makes sig-
nificant reductions in net
premiums.

SCPIE is here to stay.

SCPIE has become the seventh
largest writer of medical
liability coverage in the

entire nation. An enviable
record of healthy growth and
achievement.

i

Scpie |

Southern California I
Physicians Insurance
Exchange

2029 Century Park East
Suite 2300

Los Angeles, CA 90067
(213) 552-8900
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(Continued from Page 732)

_ PHYSICIANS WANTED

WESTERN STATES OPENINGS

Several multispecialty groups and hospitals have
asked us to recruit for over 200 positions of various
specialties.

Western States Physician Services
240 W. Shaw, Suite C

Clovis, CA 93612
(209) 297-7748

FAMILY OR EMERGENCY MEDICINE physician
for Industrial clinic treating urban port workers in
Washington. Establish primary contact with area
industries. Satellite of multispecialty clinic. No
nights or weekends. Salary and excellent benefits.
Send curriculum vitae or call: The Friedrich Group,
Inc., 9284 Ferncliff NE, Bainbridge Island, WA
98110; (206) 527-3141 or (206) 842-5248.

FAMILY PRACTICE. Position available with 35-
member multispecialty group; BC/BE; immediate
opening; full range of benefits plus immediate
shareholder status; excellent opportunity; central
coast of California. Respond with CV to: Colin J.
Wells, MD, San Luis Medical Clinic, Ltd., 1235
Osos St., San Luis Obispo, CA 93401-3619. No
phone calls please.

NEW MEXICO—Primary Care Physician for
600-bed psychiatric/geriatric hospital in Las
Vegas, New Mexico. Competitive salaries and gen-
erous benefits including on-call compensation. Su-
perb climate and nearby recreational facilities.
Contact: Medical Director, Las Vegas Medical
Center, PO Box 1388, Las Vegas, NM 87701-1388
or call (505) 425-6711, ext. 5402.

ADDITIONAL INTERNIST NEEDED for busy 5
physician multispecialty group. Beautiful, well
equipped 6 year old office just 75 feet from 34 bed
hospital with ICU/CCU unit. This all Board certified
group consists of 3 Family Practitioners, 2 General
Surgeons, and 1 Internist. Coastal retirement town
offers top notch school system and excellent array
of activities. Located just 75 easy miles from Port-
land adds even more cultural and shopping oppor-
tunities. For further information contact Rick
Bigger days at (503) 738-9551.

OB/GYN position available with 35-member multi-
specialty group; BC/BE; immediate opening; full
range of benefits plus immediate shareholder
status; exceilent opportunity; central coast of Cali-
fornia. Respond with CV to: Colin J. Wells, MD,
San Luis Medical Clinic, Ltd., 1235 Osos St., San
Luis Obispo, CA 93401-3619. No phone calls
please.

CHIEF OF INTERNAL MEDICINE (Physician
111)—$6,151-$6,504/monthly. Applications are
being accepted for the Chief of Internal Medicine
with the County Hospital. Natividad Medical Center
is a 204-bed teaching hospital affiliated with the
University of California, San Francisco for a family
practice residency program. Excellence in
teaching and administrative experience required
along with Board certification. For applications and
further information, submit CV to Ray K. Bolinger,
Hospital Administrator, Natividad Medical Center,
PO Box 8-1611, Salinas, CA 93912-1611; or phone
(408) 757-0585. FFD until sufficient applications
are received.

B/C-B/E
DIAGNOSTIC RADIOLOGIST

Hospital and office practice. All modalities except MRI.
Hands on experience in real time ultrasound desired.
Excellent salary and benefits, commensurate with ex-
perience. Early partnership. Will consider locums.
Send CV to Radiology, 5681 N. Fresno St., Fresno, CA
93710; (209)439-2464.

FAMILY PRACTICE OPPORTUNITY. Five person
Portland, Oregon, group looking for two new part-
ners. Solid growing practice with HMO and PPO
affiliations. First year guarantee plus benefits.
Contact: The Friedrich Group, Inc., 9284 Ferncliff
NE, Bainbridge Island, WA 98110; (206) 527-3141
or (206) 842-5248.

POSITIONS AVAILABLE

MEDICAL DIRECTOR—AnNNual salary established
to $103,000. Excellent fringe benefits/continuing
education program/self-insured. The Los Angeles
Department of Water and Power (DWP) is seeking
a California licensed MD with increasingly respon-
sible professional and administrative experience in
occupational health programs for employment as
Medical Director. DWP has over 10,000 employees
and an expanding medical program providing
entry physicals; medical and minor surgical ser-
vices; medical consultation on occupational health
issues, including Workers’ Compensation and
OSHA Medical Surveillance through the use of mo-
bile medical vans at statewide DWP facilities.
Please submit a résumé, by November 25, 1986 to
Mr Jeff Pfau, Manager of Occupational Health and
Benefits, Department of Water and Power, 111 N.
Hope St., Room 549, Los Angeles, CA 90012. Your
résumé, clearly delineating your relevant experi-
ence and training, will be accepted in confidence.
Questions? Telephone Mr Pfau at (213) 481-4575.
The Department of Water and Power is an Equal
Opportunity Affirmative Action Employer.

SAN DIEGO

Busy, multispecialty group in San Diego is expanding
and will be adding Specialists and Family Physicians
to its staff. Outstanding practice opportunities in an
ideal geographic setting. For immediate consider-
ation, please send CV to: Miriam Stephens, Director of
Professional Recruitment, SMITH HANNA Medical
Group, 5703 Oberlin Dr., Ste. 302-49, San Diego, CA
92121.

GENERAL INTERNAL MEDICINE with an em-
phasis on Cardiology. Private multispecialty clinic
in prime urban location in Washington. First year
salary guarantee plus incentives and excellent
benefits including Pacific Northwest life-style. Con-
tact: The Friedrich Group, Inc., 9284 Ferncliff NE,
Bainbridge Island, WA 98110; (206) 527-3141 or
(206) 842-5248.

NORTHERN CALIFORNIA, EMERGENCY MEDI-
CINE. Full-time positions available in the Emer-
gency Room at The University of California Davis
Medical Center. The University serves a large re-
gion of Northern California and is a major trauma
center. Emergency physicians teach and super-
vise medical students and housestaff in addition to
treating patients, primarily. Opportunities exist for
involvement in other School of Medicine teaching
activities. Applicants should send curriculum vitae
to Robert W. Derlet, MD, University of California
Davis Medical Center, 2315 Stockton Blvd., De-
partment of Emergency Medicine, Trailer 1219,
Sacramento, CA95817.

PRIVATE/NON-PROFIT MULTISPECIALTY
GROUP in Hispanic community seeks Board eli-
gible/Board certified Internist, Family Practitioner
and Pediatrician to join established group to pro-
vide comprehensive ambulatory and in-patient
care. Send curriculum vitae to: Community Health
Foundation, 3945 E. Whittier Blvd., Los Angeles,
CA90023; (213) 266-4690, Ext. 2560—Personnel.

SAN FRANCISCO—ONE HOUR. Muitispecialty
group which is growing fast is accepting applica-
tions for the following specialties: Pediatrician, Pul-
monologist, Surgeon, ENT. First year includes
salary plus benefits. After one year partnership
may be offered. Reply to Number 157, Western
Journal of Medicine, PO Box 7602, San Francisco,
CA94120-7602.

FAMILY PRACTITIONER to join established 42-
year-old Family Practitioner in Garden Grove, Cali-
fornia. Part-time to start. Salary guarantee to per-
centage after one year. Send CV to Number 158,
Western Journal of Medicine, PO Box 7602, San
Francisco, CA 94120-7602.

TALENTED INTERNIST full-time in private prac-
tice with four other Internists covering rural ER/
Acute medicine. Involves four two night shifts per
month. Scheduling flexible. Sense of humor pre-
ferred. 60K. C. Rath, MD, 199 E. Webster St.,
Colusa, CA95932; (916) 458-7739.

PHYSICIANS WANTED

PHYSICIAN POSITIONS: Multi-site primary care
non-profit corporation is seeking physicians for full-
or part-time practice. General Practice, Family
Practice, Internal Medicine physicians needed.
Competitive salary and excellent benefit package.
All inquiries strictly confidential. Contact Jack
Hicks, Assistant Director, at (805) 845-3731 for
more information or send CV to Clinica Sierra
Vista, PO Box 457, Lamont, CA93241.

PATHOLOGIST: Large pathology group in greater
Los Angeles area seeking qualified Anatomic and
Clinical Pathologist. Prefer applicants with fellow-
ship training or 1-2 years experience. Excellent po-
sition with growth potential. Send résumé to:
Glenview Pathology Medical Group, 9331 Venice
Bivd., Culver City, CA 90230, Attn: Dr Emanuel
Abrams.

FAMILY PRACTICE PHYSICIAN/MEDICAL DI-
RECTOR. (Scenic Northwest) Two positions avail-
able: Family Practice Physician and Physician/
Medical Director. Must be Family Practice physi-
cian BC/BE. System of four primary care commu-
nity clinics. Full-scope family practice, hospital and
SIF privileges. New facilities, excellent salary and
fringes. Send résumé to: Community Health Care
Delivery Systems FC-3312, 3629 South D St., Ta-
coma, WA 98408. EOE.

PUGET SOUND/WASHINGTON. Pediatrician
sought for busy multispecialty urban group prac-
tice near children’s hospital. Current experience in
Pediatrics and newborn intensive care needed.
Competitive income and benefit package. Send
CV or call: The Friedrich Group, Inc., 9284 Ferncliff
NE, Bainbridge Island, WA 98110; (206) 842-5248
or (206) 527-3141.

EPIDEMIOLOGICAL HEALTH ANALYZER—Min-
imum one year experience with BS degree either
field of epidemiology, health, parasitology or re-
lated field to assist this medical group in investi-
gating various types of epidemic contagious
diseases prevalent within Southern California. Will
analyze such information as how many persons in
certain areas were affected, how rapid a spread,
localities where the diseases became a sudden
prevalence, etc. Salary $28,200 per year. Send ré
sumé to: Westmoreland Medical Group, 3030 W.
6th St., Los Angeles, CA 90020; Attn: Dr Song.

FAMILY PHYSICIAN, BC or BE, residency-
trained, to join two very busy young FP’s in
Phoenix, Arizona, July 1987. No OB. Excellent in-
come. Great city. 310 days of sunshine. Contact G.
A. Rada, MD, 12251 N. 32nd St., Ste. 4, Phoenix,
AZ 85032; (602) 992-1900.

HAWAII. ER PHYSICIAN NEEDED. Full-time, per-
manent, career position on Kauai. Part of 36-physi-
cian multispecialty group. Salary $50-$70K, plus
vacation, CME, and complete benefit package.
1,000 visits/month. Full stockholder in 1-2 years.
Six ER physicians share shifts evenly. Surfing,
diving, fishing, hunting, rodeo, sailing, wind-
surfing, dirt-biking and polo. Tail covered 100% at
end of 5 years. This is a peach, don't hesitate.
(Board eligible strongly preferred.) Please submit
CV to: James Scamahorn, MD, Kauai Medical
Group, 3420-B Kuhio Highway, Lihue, HI 96766.
Phone: (808) 245-1012.

PHYSICIANS WANTED. Physicians, BC/BE
needed immediately to join expanding multispe-
cialty group. Practice in rapidly growing Southwest
community (population 500,000 + ). Fee-for-ser-
vice and prepaid health care. Group includes
Family Practice/Pediatrics, Internal Medicine/Sub-
specialties/24 hour Urgent Care. Teaching ap-
pointment. Position offers excellent compensation
and benefits plus full pension and profit sharing.
Relocation expenses. Interested individuals
should reply with curriculum vitae to: Southwest
Medical Associates, 333 N. Rancho Dr., Ste. 100,
Las Vegas, NV 89106.
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PHYSICIANS WANTED

SAN FRANCISCO—1 year Fellowship in Psycho-
somatic Medicine and Consultation Liaison Psy-
chiatry offered by St. Mary’s Medical Center, a 550
bed private teaching hospital. Supervised clinical,
teaching, and administrative experience in unique
Med-Psych inpt unit, Med-Surg wards, Psychiatry
and Medicine Clinics, and Sleep Disorders Center.
Board eligibility in Psychiatry, Neurology or Medi-
cine required. Contact: D. Nevins, MD, St. Mary’s
Medical Center, 450 Stanyan St., San Francisco,
CA94117.

SAN FRANCISCO, EMERGENCY MEDICINE.
Part-time and full-time positions available in busy
emergency department (32,000 patient visits/year)
in full service hospital with excellent in-house spe-
cialty back-up. Prefere ABEM or ABIM certified/
eligible, experienced Emergency Physician. Com-
petitive salary, excellent benefits. Call or write Pat
Salber, MD, Kaiser Permanente Medical Group,
2200 O’Farrell St., San Francisco, CA 94115; (415)
929-4020.

PHYSICIAN, full-time, fee-for-service, Pacific Bell
Medical Program. Will require assignments in San
Ramon or San Jose area. Send CV to Martha Bala-
begians, MD, 2600 Camino Ramon, Room 1W001,
San Ramon, CA 94583.

PACIFIC NORTHWEST. Practice high-risk Obstet-
rics using latest technology as part of a leading
multispecialty clinic. Enjoy Pacific Northwest
life-style. Prime urban location. Malpractice cov-
erage provided. Salary guarantee. Contact:
Sandra Jones, The Friedrich Group, Inc., 9284
Ferncliff NE, Bainbridge Island, WA 98110; (206)
527-3141 or (206) 842-5248.

CALIFORNIA: Openings for emergency depart-
ment Medical Directors and full-time staff physi-
cians are immediately available at two client
hospitals in California. Guaranteed rate of compen-
sation, occurrence malpractice insurance cov-
erage, flexible scheduling, CME allowance, plus
more. For additional details contact Bill Salmo,
Spectrum Emergency Care, 6275 Lehman Dr., Ste.
C202, Colorado -Springs, CO 80918; 1 (800) 525-
3681; (303) 590-1755.

MEDICAL DIRECTOR OF ADOLESCENT CHEM-
ICAL DEPENDENCY PROGRAM—Marshal Hale
Memorial Hospital currently seeks a physician
(background in internal medicine or general prac-
tice preferred) to provide medical leadership, evalu-
ation and patient care for our 20-bed unit.
Successful applicant should have experience in the
treatment of chemical dependency and/or experi-
ence with adolescents. Please send résumé to:
Nicholas Talone, Vice President, Professional Ser-
vices, Marshal Hale Memorial Hospital, 3773 Sac-
ramento St., San Francisco, CA 94118; (415)
666-7837.

GASTROENTEROLOGIST—BC/BE for multispe-
cialty group downtown San Francisco. Send CV
and references to: 757 Sutter Medical Clinic, Ste.
100, San Francisco, CA94109.

ACADEMIC EMERGENCY MEDICINE—The Uni-
versity of California, Davis, School of Medicine is
recruiting for a full-time faculty position at the Assis-
tant or Associate Professor level to serve in the Divi-
sion of Emergency Medicine and Clinical
Toxicology. The UCD Emergency Department pro-
vides comprehensive emergency care and is a
major trauma center. Candidates must be Board
certified in Emergency Medicine or Internal Medi-
cine with experience in emergency medicine, and
be eligible for licensure in California. The candidate
must have prior academic and clinical experience
in emergency medicine. Experience in clinical toxi-
cology is highly desirable. A letter outlining re-
search, teaching background and interests,
experience, a curriculum vitae and the names of five
references must be received by February 28, 1987.
Reply to: Robert W. Derlet, MD, Chair of Emergency
Medicine Search Committee, Department of In-
ternal Medicine, University of California, Davis,
Medical Center, 2315 Stockton Bivd., Sacramento,
CA95817. The University of California is an Affirma-
tive Action/Equal Opportunity Employer.

PHYSICIANS WANTED

URGENT CARE CENTER. Arizona, Phoenix and
Tucson areas. Opportunity for physician with
Family Practice or IM background in hospital-affili-
ated urgent care centers. Please send CV to: Exec-
utive Director—Urgent Care, Mercy Services
Corporation-Phoenix, 350 W. Thomas Rd.,
Phoenix, AZ85013.

LOCUM TENENS

LOCUM TENENS SERVICE
WESTERN PHYSICIANS REGISTRY
. . . offers coverage for vacation or continuing
education. To arrange coverage for your prac-
tice or to participate as temporary physician,
contact: Carol Sweig, Director, 1315 Evans
Av , San Francisco, CA 94124; (415)
826-7676.

SITUATIONS WANTED ;

BOARD CERTIFIED INTERNIST completing two
year Fellowship in Critical Care Medicine. Compe-
tent in all ICU procedures. Looking for position as
Intensivist in medical or med./surg. ICU in Cali-
fornia, Arizona, Oregon or Colorado. Available July
1987. Please reply to Number 156, Western
Journal of Medicine, PO Box 7602, San Francisco,
CA94120-7602.

PEDIATRICIANS —Husband and wife, are looking
for 1 or 2 positions starting August 1987. Prefer
Northern California but considering all options.
Write Number 159, Western Journal of Medicine.
PO Box 7602, San Francisco, CA 94120-7602.

GENERAL VASCULAR SURGEON, certified ABS,
GVS; FACS, California licensed. Seeking associa-
tion at least 80% peripheral vascular. Will consider
multispecialty group. Reply Number 160, Western
Journal of Medicine, PO Box 7602, San Francisco,
CA94120-7602.

SEMINARS

THE AMERICAN ASSOCIATION OF ORTHO-
PAEDIC MEDICINE presents ‘‘Diagnostic Models
of Musculoskeletal Pain,” May 12-17, 1987, Mon-
treal, Canada. Contact: Deborah Staller, Exec.
Sec., AAOM, 926 E. McDowell Rd., Ste 202,
Phoenix, AZ 85006; (602) 254-5315.

PRACTICES AVAILABLE

FOR SALE—Well established internal medicine
practice. Two offices—Los Angeles and Beverly
Hills. Gross $300,000 plus. $100,000 down and ad-
ditional $25,000/year for 4 years. Qualified buyers
only. Please reply to Number 144, Western Journal
of Medicine, PO Box 7602, San Francisco, CA
94120-7602.

BUSY GP, SOLO, Northern California wants to re-
tire. Ideal for GP, FP, or Internist. Will sell equip-
ment, furniture and accounts. Will assist with
transition. Write or call Edgar Fortner, MD, 2767
Olive Highway, #10, Oroville, CA 95966; (916)
533-7226.

CALIFORNIA: Family,OB/GYN, Pediatrics, In-
ternal, Dermatology, Gastroenterology, Ophthal-
mology, Neurology, Neurosurgery, Orthopedics,
plus many others. Bradshaw Associates, Practice
Broker/Recruitment/Valuations, 21 Altamount Dr.,
Orinda, CA 94563; (415) 376-0762.

FOR SALE—Internal Medicine Practice—Mo-
desto, California. Grosses over $200K. Excellent
terms available. Call Mike Page, RH+ Medical
Group, Inc. (713) 496-7777.

THIRTY-YEAR-OLD FAMILY PRACTICE for sale.
*‘Silicon Valley's Finest.”” Approximately 1,000 ac-
tive patient charts. Mix of 70% private, 30% (over
65). Complete practice and furnishings. Great lo-
cation in heart of Silicon Valley. Excellent assum-
able lease. Contact Bugati Royale, 300 Third St.,

Ste. 4, Los Altos, CA 94022 or call (415) 941-5500. -

MOSTLY GERIATRIC PRACTICE for sale in a
growing area in beautiful Capitola by the sea (Cali-
fornia). Opportunity for rheumatologist. Immediate
sale. Equipment available. Will assist in transition.
Please reply to Number 146, Western Journal of
Medicine, PO Box 7602, San Francisco, CA
94120-7602.

PRACTICES AVAILABLE

CALIFORNIA PRACTICES FOR SALE. All spe-
cialties available. Confidentiality maintained. Re-
quest free monthly publication. Appraisals.
Financing. Contact PSL (714) 771-4331, (213)
934-0515, (619) 234-9515.

LEGAL COUNSEL

m——)

Former Deputy Atty General representing BMQA & Dept. of Health

Now ializing in BMQA igations and disci yactions. Hos-

pital Staff Privilege cases and Defense Malpractice cases thruout Calif.
LAW OFFICES OF SAMUEL E. SPITAL, A PROFESSIONAL CORP.

1200 THIRD AVE . SUITE 1524. SAN DIEGO. CA 92101 (619) 231-4848J

OFFICE TO SUBLEASE—Santa Monica, Wilshire
Boulevard. Can accommodate most specialties.
Ideal for Plastic, Ent, Eye. Reasonable rent for
area. Reply to Number 125, Western Journal of
Medicine, PO Box 7602, San Francisco, CA
94120-7602.

OFFICE FOR SALE—1,200 square feet located in
Doctor’s Village Medical Complex in beautiful
Flagstaff, Arizona. This office is located within 2
blocks of the Flagstaff Medical Center and is per-
fect for a one man practice. Attractive financing
package. Call (602) 779-5335; 9 am to 4 pm. Dr
Michael J. Keberlein, 1360 North Rim Dr., Flag-
staff, AZ86001.

OFFICE SPACE FOR SALE OR LEASE. Close to
hospitals, downtown. Can accommodate most
practices. Large patient waiting area. Contact: Wil-
liam A. Bohart, MD, 960 East First South, Ste 101,
Salt Lake City, UT 84102; (801) 532-1164.

MEDICAL EQUIPMENT

LASER FOR SALE—Coherent Model 450 surgical
CO2, 25 watts, excellent condition, warranty,
$20,500. Other medical lasers sold, purchased, re-
conditioned. Moorpark Electro-optics, Clint
Harper, PhD, (805) 529-1649.

INVESTMENT OPPORTUNITIES AVAILABLE.
Lab-Net, Inc., a California based clinical lab con-
sulting corporation specializing in the develop-
ment, management and staffing of
physician-owned medical labs, is currently devel-
oping several ‘‘Shared Physician’s Laboratories’
throughout California and the United States. Pay-
back on investments are realized in 6 months. Re-
turn on investments are over 200% the first year.
For details call: (916) 648-2813 in Sacramento or
(805) 257-1917in Los Angeles.

PERSONAL MEDICAL BILLING SERVICES.
Weekly billing, all insurances, speedy collections,
adaptable to your practice, on-line with Medicare,
monthly reports, reasonable rates, quality service,
prompt pick-up and delivery. (619) 279-8832.

PERSONNEL RECRUITERS——Specializing in
Physician, Administrative and/or Management in
the medical field. We are affiliated with National Net-
work and NAPC. If you have a need, call 1 (800)
223-5369, Ext. 347; Connelly Search, 2840 N.
Country Club, #103, Tucson, AZ85716.

G
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In depression and anxiety

FEELING BETTER FASTER...

OVERNIGHT—SLEEP IMPROVED'

Sleep improved in 74% after only one h.s. dose in selected patients

FIRST WEEK—OTHER SOMATIC SYMPTOMS
MARKEDLY REDUCED'

|  Nausea |

86%

Constipation |

60%

Headache |

72*

Anorexia |

62

Vomiting |

90%

FOURTH WEEK—PATIENT
COMPLIANCE WAS BETTER?

More than three times as many amitriptyline patients as
Limbitrol patients dropped out of therapy because of side
effects, although the incidence of side effects was similar.
Caution patients against the combined effects of Limbitrol
with alcohol or other CNS depressants and about activities

Limbitrol

Each tablet contains § m%;hlordlcupoxide and
12.5 mg amitriptyline (as the hydrochloride satt) (IV

requiring complete mental alertness, such as operating
machinery or driving a car. In general, limit dosage to

lowest effective amount in elderly patients.

References: 1. Data on file, Hoffmann-La Roche Inc., Nutley, NJ. 2. Feighner JP. ef al: Psycho-

pharmacology 61:217-225, Mar 22, 1979.

Each tablet contains 10 mg chiordi
25 mg amitriptyline (as the hydrochloride sait)

Limbitrol DS

A brighter perspective...sooner

Limbitrol® @ Tranquilizer—Anfidepressant
Before prescribing, please consult complete product information, a summary of which follows:
Indications: Relief of moderate to severe depression associated with moderate to severe anxiety.
Contraindications: Known hypersensitivity o benzodiazepines or tricyclic antidepressants. Do not
use with monoamine oxidase (MAO) inhibitors or within 14 days following discontinuation of MAQ
inhibitors since hyperpyretic crises, severe convulsions and deaths have occurred with concomi-
fant use; then initiate cautiously, gradually increasing dosage until opfimal response is achieved.
Contraindicated during acute recovery phase following myocardial infarction.
Warnings: Use with great care in patients with history of urinary refention or angle-closure glau-
coma. Severe constipation may occur in patients taking tricyclic antidepressants and anticholin-
ergic-type drugs. Closely supervise cardiovascular patients. (Arhythmias, sinus tachycardia and
prolongation of conduction time reported with use of fricyclic antidepressants, especially high
doses. Myocardial infarction and stroke reported with use of this class of drugs.) Caution patients
about possible combined effects with alcohol and other CNS depressants and against hazardous
occupations requiring complete mental alertness (e.g., operating machinery, driving).

Usage in Pregnancy: Use of minor tranquilizers during the first frimester should almost

always be avoided because of increased risk of congenital malformations as sug-

gested in several studies. Consider possibility of pregnancy when instituting therapy;

advise patients to discuss therapy i they intend to or do become pregnant.
Since physical and psychological dependence to chiordiazepoxide have been reported rarely, use
caution in administering Limbitrol fo addiction-prone individuals or those who might increase
dosage; withdrawal symptoms following disconfinuation of either component alone have been
reporfed (nausea, headache and malaise for amitriptyline; symptoms [including convulsions]
similar fo those of barbiturate withdrawal for chlordiazepoxide).
Precautions: Use with caution in patients with a history of seizures, in hyperthyroid patients or
those on thyroid medication, and in patients with impaired renal or hepatic function. Because of
the possibility of suicide in depressed patients, do not permit easy access fo large quantities in
these patients. Periodic liver function tests and blood counts are recommended during prolonged
treatment. Amitriptyline component may block action of guanethidine or similar antihypertensives.
When tricyclic anfidepressants are used concomitantly with cimetidine (Tagomet), clinically signif-
icant effects have been reported involving delayed elimination and increasing steady stafe concen-
trations of the tricyclic drugs. Concomitant use of Limbifrol with other psychotropic drugs has not
been evaluated; sedative effects may be additive. Discontinue several days before surgery. Limit
concomitant administration of ECT to essential treatment. See Warnings for precautions about
pregnancy. Limbitrol should not be taken during the nursing period. Not recommended in children
under 12. In the elderly and debilitated, limit to smallest effective dosage to preclude atoxia,
oversedation, confusion or anticholinergic effects.
Adverse Reactions: Most frequently reported are those associated with either component alone:
drowsiness, dry mouth, constipation, biurred vision, dizziness and bloating. Less frequently
occurring reactions include vivid dreams, impotence, fremor, confusion and nasal congestion.
Many depressive symptoms including anorexia, fatigue, weakness, restiessness and lethargy have
been reported as side effects of both Limbifrol and amifriptyline. Granulocytopenia, jaundice and
hepatic dysfunction have been observed rarely.

The following list includes adverse reactions not reported with Limbitrol but requiring consideration
because they have been reported with one or both components or closely related drugs:
Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, myocardial infarction,
arrhythmias, heart block, stroke.

Psychiatric: Euphoria, apprehension, poor concentration, delusions, hallucinations, hypomania
and increased or decreased libido.

Neurologic: Incoordination, ataxia, numbness, tingling and paresthesias of the extremities, extra-
pyramidal symptoms, syncope, changes in EEG patferns.

Anticholinergic: Disturbance of accommodation, paralytic ileus, urinary retention, dilatation of
urinary fract.

Allergic: Skin rash, urticaria, photosensitization, edema of face and fongue, pruritus.
Hematologic: Bone marrow depression including agranulocytosis, eosinophilio, purpura,
thrombocytopenia.

Gastrointestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste,
diarrhea, black tongue.

Endocrine: Testicular swelling and gynecomastia in the male, breast enlargement, galactorthea
and minor menstrual imegularities in the female, elevation and lowering of blood sugar levels, and
syndrome of inappropriate ADH (antidiuretic hormone) secretion.

Other: Headache, weight gain or loss, increased perspiration, urinary frequency, mydriasis, jaun-
dice, alopecia, parotid swelling.

Overdosage: Immediately hospifalize patient suspected of having faken an overdose. Treatment is
symplomatic and supportive. |.V. administration of 1 fo 3 mg physostigmine salicylate has been
reporfed to reverse the symptoms of amifriptyline poisoning. See complete product information for
manifestation and treatment.

Dosage: Individualize according to symptom severity and patient response. Reduce fo smallest
effective dosage when satisfactory response is obtained. Larger portion of daily dose may be
faken at bedtime. Single h.s. dose may suffice for some patients. Lower dosages are recom-
mended for the elderly.

Limbifrol DS (double strength) Tablets, initial dosage of three or four tablets daily in divided doses,
increased up fo six fablets or decreased to two fablets daily as required. Limbitrol Tablets, initial
dosage of three or four fablets daily in divided doses, for patients who do not tolerate higher doses.
How Supplied: Double strength (DS) Tablets, white, film-coated, each containing 10 mg chior-
diazepoxide and 25 mg amitriptyline (as the hydrochloride salf), and Tablefs, blue, film-coated,
each containing 5 mg chlordiazepoxide and 12.5 mg amiiriptyline (as the hydrochloride sait).
Available in botties of 100 and 500; Tel-E-Dose® packages of 100; Prescripfion Paks of 50.

ROCHE PRODUCTS INC.
Manati, Puerto Rico 00701






